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Symposium on Current Management of

Acute Myocardial Infarction

• The author presents experiences with the current management of

acute myocardial infarction in the coronary care unit of Southern

Baptist Hospital.

Introduction

A CUTE myocardial infarction remains

one of the most important health

problems today. It is estimated that ap-

proximately 1500 deaths from this disease

occur daily. 1 Although much research is

directed toward its etiology and preven-

tion, the institution of coronary care units

resulted in a significant decrease in mor-

tality rate. It has been six years since the

first units were put in operation. 2 '4 Day,

Brown and Meltzer working independent-

ly, reviewed the records of patients treated

for myocardial infarctions at their respec-

tive hospitals. They recognized that ap-

proximately 47 percent of the deaths were
due to arrhythmias and that 70 percent

* Doctor Burch is associate professor of Clinical

Medicine and Preventive Medicine, Tulane Uni-

versity School of Medicine and Southern Baptist

Hospital, New Orleans.
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EDWARD O’B. COMER, MD
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of all deaths occurred during the first

week following the infarction. 5 With the

newer acceptable forms of cardiopulmo-

nary resuscitation, cardiac monitoring

equipment and pacemakers that are avail-

able, it was reasoned that with constant

monitoring under the supervision of well

trained personnel, this mortality rate could

be significantly decreased. Their reason-

ing proved correct. There are now hun-

dreds of such units in operation through-

out the United States.

In October of 1967 we opened a four bed

intensive coronary care unit in Southern

Baptist Hospital, at a cost of $8,036 per

bed. During the first 9 months of opera-

tion, 187 patients were admitted to the

unit (Table 1). Of this group, 137 patients

had documented myocardial infarctions

based on history and electrocardiographic

and enzyme changes. The diagnoses of the

January, 1969—Vol. 121, No. 1 1
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remaining 50 patients are shown in Table

1.

Table I

INTENSIVE CORONARY CARE UNIT

Southern Baptist Hospital

Oct. I, 1967 to July I, 1968

Total admissions 187

Acute myocardial infarctions 137

No infarction 50

Coronary insufficiency 33

Cardioversion 9

Supraventricular tachycardia 1

Auricular flutter 4

Auricular fibrillation 4

Complete heart block 3

Dissecting aneurysm 1

Hiatal hernia 1

Acute pancreatitis 1

Postoperative Vineberg 1

Table 2 lists the complications of acute

myocardial infarction experienced. One

Table 2

COMPLICATIONS

Complications Total 273 (106 Patients)

Arrhythmias 122

Congestive heart failure 27

Shock 24

Pulmonary emboli 6

Myocardial rupture 3

hundred and six patients had a total of 273

complications, with arrhythmias being pre-

dominant. Many patients had two or three

different complications simultaneously.

Ventricular and auricular premature con-

tractions were the most frequent arrhyth-

mias (Table 3). It is worthy of note that

Table 3

ARRHYTHMIAS

Total 122

Premature ventricular contractions 44

Premature auricular contractions 27

Auricular bigeminy 1

Ventricular bigeminy 5

Auricular fibrillation 8

Auricular flutter 2

Auricular tachycardia 8

Nodal tachycardia 7

Ventricular tachycardia 8

Complete A-V block 10

1° block 2

2° block 4

Bundle branch block 3

Wenckebach 1

Ventricular fibrillation 6

Ventricular asystole 9

it was unusual for a patient to develop a

serious arrhythmia, such as ventricular

tachycardia or fibrillation, without first ex-

periencing a less serious arrhythmia, such

as ventricular premature contractions.

Table 4 indicates the mortality rate on

Table 4

INTENSIVE CORONARY CARE UNIT

Oct. I, 1967 to July I, 1968

Total Admissions 187

Myocardial infarction 137

No infarction 50

Total Deaths 23

Mortality rate (187) 12.3%

Mortality rate (137) 16.8%

the intensive coronary care unit during the

first nine months of operation. Among the

137 patients with acute myocardial in-

farction, there were 23 deaths with a mor-
tality rate of 16.8 percent. All patients

who were doing well on the fifth day were
transferred off the unit. Following trans-

fer to the general hospital facilities, there

were four additional deaths. Including

these four patients, the total mortality rate

was 19.7 percent (Table 6). The primary

Table 5

CAUSES OF DEATH

# Patients

Arrhythmia 9

Cardiogenic shock 8

Congestive heart failure 1

Pulmonary emboli 4

Myocardial rupture 3

Hepatic failure 1

Uremia 1

causes of death are shown in Table 5.

During the last three months of operation

the mortality rate among 46 patients was
8.7 percent. Although the small number of

patients makes the reliability of these

statistics questionable, it is felt that it does

indicate that as more experience and

knowledge are obtained, the mortality rate

will drop below 19.7 percent which was
experienced for the entire nine month
period.

2 J. Louisiana State M. Soc.
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During 1965 and 1966, prior to the estab-

lishment of an intensive coronary care

unit, 589 patients with acute myocardial

infarction were treated in the Southern

Baptist Hospital (Table 6). There were 176

Table 6

MORTALITY RATE

Acute Myocardial Infarction

Southern Baptist Hospital

No. Patients Deaths

Mortality

Rate

1965 309 93 30.9%

1966 280 83 29.6%

589 176 29.9%

1967 — 68 (9 Mos.)

ICCU 137 23 16.8%

4 Deaths

After ICCU 137 27 19.7%

General Hosp.

Facilities 98 34 34.9%

235 61 25.9%

deaths with a mortality rate of 29.9 per-

cent. During the first nine months of oper-

ation of the intensive coronary care unit,

137 patients with acute myocardial infarc-

tion were treated on the unit, and because

of insufficient bed space, 98 patients had
to be treated in the general hospital facili-

ties. The death rate on the unit was 19.7

percent, as compared to 34.9 percent

among patients treated in the general hos-

pital facilities. The benefits derived from
a coronary care unit facility are clearly

demonstrated by these statistics.

The successful operation of an intensive

coronary care unit is dependent upon ade-

quate physical facilities in a quiet environ-

ment, reliable equipment with readily

available repair service and well trained,

interested nursing personnel, capable of

recognizing early significant changes in

the patient’s condition, who have the

authority to institute immediate therapy

in emergency situations. Additionally,

physicians must become knowledgeable in

the current therapy of acute myocardial

infarction and its complications.

The papers that follow will cover the

more important problems and the newer
concepts in treatment.
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Equipment for the Coronary Care Unit

• The proper operation of the coronary care unit requires electro-

cardiographic monitoring devices, an oscilloscope, a defibrillator,

a cardioverter and the many accessory needs of an emergency

room. Alarm systems are helpful. The equipment must be such that

prompt and efficient technical repair service is within reach.

^pHE development of sophisticated elec-

tronic equipment for monitoring vital

body functions is the one advancement

which has made the coronary care unit

possible. It seems appropriate, therefore,

to review some of the basic principles that

are involved in selecting equipment for

such a unit.

Devices are available to monitor almost

every vital body function such as pulse

rate, respiration, temperature, blood pres-

sure, venous pressure, and heart rhythm.

The elaborateness of the equipment which

is chosen will depend upon the size of the

institution, its needs, and its aims. Is it

directed mainly at patient care, or are its

aims patient care, research, and teaching?

Cardiac Monitor

For effective patient care, there should

be at each bedside a cardiac monitor dis-

playing the electrocardiographic tracings

on an oscilloscope. A pulse rate beeper

may be on this equipment, but should

have an on-off volume switch. There is no

absolute need for a rate meter on the bed-

side monitor, although it may be added at

relatively low cost if desired. For each

bed there should be, at the central nurses’

station, a slave monitor displaying on an

oscilloscope, a replica of the tracing dis-

played at the bedside. There should be an

individual oscilloscope tracing for each

bed so that heart rhythm is displayed at

all times. There should also be at the cen-

tral station a rate meter and an arrhyth-

mia alarm. It is desirable, although not

essential, to have in conjunction with the

* Doctor Rogers is clinical instructor in Medi-

cine, LSU School of Medicine, New Orleans.

JAMES A. ROGERS, MD*
New Orleans

alarm an automatic direct writing electro-

cardiograph that will begin recording

should a rhythm disturbance occur. The
alarm system should be reliable but

should have built into its circuitry a filter

system so that false alarms are not so fre-

quent that they are ignored by the nursing

personnel.

Memory Loops

There are available for most brands of

monitoring equipment, memory loops

which will record events leading up to a

rhythm disturbance for 15 to 20 seconds

prior to the disturbance. At Southern

Baptist Hospital, we have found this to be

a very valuable aid in the care of seriously

ill coronary patients and for teaching

purposes.

Equipment to monitor the above param-

eters would seem essential to the ade-

quately equipped coronary unit. As men-
tioned previously, the equipment can be

expanded, depending upon the needs of

the institution. It would seem desirable to

have at least some of the beds equipped to

monitor arterial pressure and central

venous pressure. A good way to accom-

plish this, without going to the expense of

procuring it for each bed, would be to

have portable equipment that can be

plugged in at the bedside and displayed

on the central monitor by means of a

switching device and, therefore, this can

be moved to whichever bed desired.

Defibrillator-cardioverter

Another essential item of equipment is

the defibrillator-cardioverter. This piece is

usually available as a single unit. It is gen-

erally agreed that a DC defibrillator is the

4 J. Louisiana State M. Soc.
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only effective variety, and I believe that

most companies have discontinued making
the AC type. It is not essential to have

this for each bed, but at least one portable

unit that can be moved to any location is

essential. It is unusual to have two serious

rhythm disturbances at the same time.

External Pacing

Most authorities agree that external

pacing is not effective for the treatment of

cardiac arrest. However, facilities should

be available for its temporary use until

more satisfactory internal pacing through

intracardiac needle electrodes or a trans-

venous catheter can be accomplished.

The unit should have battery powered in-

ternal pacemakers, both of the demand
and preset variety.

There are many, many electronic firms

who manufacture excellent equipment.

The trend is toward more and more minia-

turization. Prompt and competent service

is the most important factor to consider

in choosing a particular brand of monitor-

ing equipment. The very best equipment
is useless unless someone is available to

service it immediately should it fail.

Numerous Emergency Accessories Needed

There should be available, also, on the

coronary care unit, all the small supplies

that might be needed such as drugs,

laryngoscopes, endotracheal tubes, rotating

tourniquets, blood pressure cuffs, stop-

watches, needles, and syringes. There
should be also some means of external

cardiac massage and ventilation. There are

several good devices that are oxygen
powered that accomplish both of these

functions and, thereby, free at least two
staff members for other duties at the time

of emergency. Each bed should be

equipped also with suction and oxygen.

Inflation and high interest rates are eroding the working capital of many small busi-

nesses, says the National Federation of Independent Business, which urges passage of

a “plowback allowance” to allow up to 20 percent of a year’s profits ($30,000 maximum)
to be put back into a business, tax-free.
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Fundamental Concepts in the Coronary

Care Unit
• The author reviews the various problems and procedures of the

coronary care unit. Warning signs are listed and appropriate

handling is indicated.

T present in a summary fashion some of

the basic concepts of a coronary care

unit together with the management of

some of the many clinical problems that

arise. It is generally agreed that until more
is known concerning biochemical factors

and other enigmas, this protean disease

will not be eradicated nor will its fre-

quency be appreciably reduced. The haz-

ards of this disease, coronary units not-

withstanding, still remain great. Most
units have been able to reduce the mor-

tality rate from 30 percent to 40 percent

as we have done in our unit; but we have

not succeeded in reducing the mortality

rate to any great extent in those patients

who develop mechanical failure charac-

terized by cardiogenic shock and pulmo-

nary edema.

Summary Statement of Risk

Important statistical data which point

out the dangers that are inherent in this

condition are as follows: 1

1. Ten percent of deaths from myocardi-

al infarction are due to ventricular

fibrillation.

2. Six percent of deaths are due to ven-

tricular asystole.

3. Twenty-eight percent develop ventric-

ular tachycardia.

4. Seventy-one percent develop ventricu-

lar premature contractions.

5. Fifteen percent develop bradycardia.

6. Five percent develop some degree of

heart block.

7. Forty-seven percent of deaths are

due to electrical failure; and of these

80 percent are due to ventricular

* Dr. Gulotta is clinical associate professor, De-

partment of Medicine, LSU School of Medicine,

New Orleans.

CARL J. GULOTTA, MD, FACP*
New Orleans

fibrillation and 20 percent are due to

ventricular asystole.

8. Forty-three percent of deaths are due
to mechanical failure; this includes

cardiogenic shock and acute pulmo-
nary edema.

9. The remainder of deaths are due to

either thromboembolic manifestations

or rupture of the myocardium.

With our present knowledge, there has

been only little success in the therapy of

cardiogenic shock, and much needs to be

done in this area if we are to effectively

reduce the mortality rate below 20 per-

cent. A few patients may be salvaged who
have pulmonary edema. A few patients

with ruptured muscles or ruptured inter-

ventricular septa may be salvaged by
surgical intervention. The fundamental

contribution of a coronary care unit seems

to be both in early resuscitative efforts

and in early institution of therapeutic

measures to prevent electrical failure. The
latter seems to be emerging as the fore-

most contribution of such a unit.

Equipment

Monitors with preset alarms for brady-

cardia and tachycardia are important

items of equipment. There should also be

available an ECG write-out to document
what is seen on the oscilloscope and if pos-

sible a memory tape; the latter serves a

valuable function in demonstrating what
precedes a potentially catastrophic inci-

dent. All units must have a synchronized

D-C cardioverter and defibrillator to ter-

minate drug resistant or life threatening

arrhythmias. A demand pacemaker should

be available since deaths from ventricular

asystole may be prevented by early in-

sertion of a transvenous pacer when
danger signals indicate the imminence of

a ventricular asystole. A demand pacer is

6 J. Louisiana State M. Soc.
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preferred to a fixed pacer because the lat-

ter may stimulate the ventricle during the

vulnerable period thus setting up a ven-

tricular fibrillation. A well equipped unit

should also have a heart lung resuscitator

which will do cardiac massage at a rate of

60 per minute and ventilate at a rate of 12

per minute. This allows personnel freedom

to perform the many other tasks that are

necessary. Also on the unit or readily

available should be a blood gas analyzer

to determine quickly and frequently p0 2 ,

pC0 2 ,
and pH of blood. These are indis-

pensable in the management of cardio-

genic shock, ventricular asystole or ven-

tricular fibrillation. Apparatus for measur-

ing central venous pressure is becoming

recognized as being most useful in detect-

ing early cardiac decompensation and in

furnishing valuable information during

therapy of cardiogenic shock.

In most instances, patients with myo-
cardial infarction will display certain

warning signs or signals prior to the de-

velopment of what could be a catastroph-

ic situation. Among these are ventric-

ular premature contractions which may
lead to ventricular tachycardia and ven-

tricular fibrillation. Day and Averill re-

ported a 78 percent incidence of arrhyth-

mia in patients not treated with quini-

dine, Pronestyl® or lidocaine. 2 On our unit,

there was an incidence of 85 percent. Sinus

bradycardia also may be a forerunner of

ventricular tachycardia, ventricular fi-

brillation or ventricular standstill. Signs

of cardiac decompensation usually herald

serious trouble. Cardiogenic shock mani-

fested by a hypotensive state combined
with oliguria or anuria is an ominous sit-

uation. Any degree of heart block may be

dangerous, for first degree block may pro-

gress to complete heart block rather

quickly; and the latter state is very con-

ducive to the more threatening and dan-

gerous ventricular tachycardia, ventricu-

lar fibrillation and ventricular standstill.

Treatment of Ventricular

Premature Contractions

The presentation of any of the above

mentioned warning signs demands early

attempts to prevent further deterioration

of the clinical state and the prevention of

further complications. It becomes manda-
tory to treat ventricular premature con-

tractions whenever two or more occur in

succession, when six or more occur in one

minute or when the Q-T interval is long

and the VPCs strike near the preceding T
wave. Should these criteria be met, 50

mg of lidocaine should be given in a sin-

gle bolus; and this should be followed

by a 0.1 percent to 0.2 percent lidocaine

infusion using 500 to 1000 mg in 500 cc of

5 percent dextrose in distilled water IV
at a rate of 1 to 2 mg per minute. This

should be followed by quinidine sulfate or

Pronestyl orally. The latter should be

given in doses of 500 to 750 mg every eight

hours. Propranolol (Inderal®) in a dose of

1 mg IV per minute, not to exceed 3 mg,
may be tried. Sodium Dilantin® has

proved beneficial in some cases. It has

proved important on our unit to allow the

charge nurse to administer lidocaine in the

absence of a staff physician.

Bradycardia and Block

Whenever bradycardia occurs, its cause

should be determined. In most instances,

it is due to hypoxia from morphine and
sometimes from reserpine or similar

drugs. Because of its potential danger of

eventuating in ventricular tachycardia,

ventricular fibrillation and ventricular

asystole, an attempt should be made to ac-

celerate the heart rate. This may be done

by the administration of atropine sulfate

grains 1/150 IV or Isuprel® 0.2 mg IV or

IM, or an Isuprel drip, 2 to 5 mg in 1000 cc

of 5 percent dextrose solution, should be

tried.

The presence of first degree heart block

requires very careful observation for pro-

gression to second degree block but usual-

ly no treatment is required. Should second

degree or third degree block develop,

many agree that a demand pacemaker
should be inserted transvenously. This has

been expressed forcefully by Lown,
Killip and Meltzer. 3 ' 5

Most observers seem to feel that de-

mand pacing is indicated whenever third

January, 1969—Vol. 121, No. 1 7
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degree block is present and particularly

with the Stokes-Adams syndrome. Any
patient who has had a previous ventricular

standstill should also have a demand pace-

maker inserted because recurrence is very

likely. Persistent severe sinus bradycardia

is so frequently associated with a compli-

cating ventricular tachycardia or ventric-

ular fibrillation or ventricular standstill

that it is deemed safer to insert a demand
pacer. Refractory myocardial irritability

has also been benefited by the operation of

a pacer in order to override the irritable

focus.

Congestive Failure

Congestive failure whenever treated

early has a much more favorable outcome;

therefore, one should concentrate on early

recognition. The early signs are gallop

rhythm, a feathered hilum on the chest

x-ray film and elevation of venous pres-

sure. It seems at this time that the earliest

practical means of detection is the record-

ing of central venous pressure. Cardiac

output measurements when they are more
simplified for clinical use may be of great

value. Needless to say, detection of de-

compensation by any of these parameters

is an indication for digitalization.

Ventricular Tachycardia

One of the most dangerous complica-

tions of myocardial infarction is ventricu-

lar tachycardia. This arrhythmia may be

terminated with a single injection of 50

mg or more of lidocaine or by 500 to 2000

mg of Pronestyl in a 3 to 20 minute period.

If one is successful, then Pronestyl should

be given in doses of 750 mg orally or in-

tramuscularly every six to eight hours. No
time should be lost in using cardioversion

should the above mentioned medication

fail.

Should ventricular tachycardia progress

to ventricular fibrillation or should the

latter develop suddenly, it may be quickly

recognized by the unconscious state of the

patient, absent pulse and blood pressure

and by the chaotic ventricular complexes

on the oscilloscope. Upon recognition, this

demands immediate application of a de-

fibrillating shock of 400 watt seconds

through the heart. Failure to induce sinus

rhythm after three applications and after

four to five minutes is reason to desist.

During the process of defibrillation, as-

sistive respiration is in order along with

the administration of 400 to 600 mEq of

sodium bicarbonate. Hourly determina-

tions of pH should also be made using

these as guidelines for the correction of

acidosis. Failure to make this correction

renders the patient prone to either recur-

rence of ventricular fibrillation or ventric-

ular standstill.

Ventricular Asystole

Ventricular asystole is usually pre-

ceded by either sinus bradycardia or by

heart block, although in Day’s series of 273

cases in which memory tapes recorded

preceding events, 11 cases of standstill oc-

curred suddenly without any forewarn-

ing. 6 Only 2 of these 11 patients survived

long enough to leave the hospital. This

condition is recognized by the unconscious

state of the patient, the absence of pulse

and blood pressure and the characteristic

presence of P waves without QRS com-

plexes on the oscilloscope or direct write-

out. This condition demands immediate

resuscitative measures. These include a

punch over the precordium, external mas-

sage, assistive respiration, intracardiac

epinephrine (5 cc of 1:10,000), intracar-

diac calcium chloride, and IV sodium bi-

carbonate usually in doses of 400 to 600

mEq. Vasopressors are in order, and as

soon as possible a transvenous or percu-

taneous pacer should be inserted.
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Cardiac Resuscitation

• The author reviews the clinical aspects of cardiac resuscitation

in the coronary care unit and over the hospital. He describes the

facilities and their use in successive steps.

THE coronary care unit and the advent

of the so-called MAX-cart have

helped to focus attention upon and to

bring about better results from the efforts

of physicians and hospital personnel in the

recognition and management of the acute

catastrophe popularly known as cardiac

arrest. The efforts to counteract such ar-

rest have been publicized in the form of a

cardiac resuscitation program in many
hospitals. Southern Baptist Hospital in

New Orleans instituted a program of

emergency treatment of cardiac arrest in

October of 1966 with the use of the MAX-
cart developed by Doctor Joel J. Nobel, of

the Division of Surgery, Pennsylvania

Hospital. This machinery was designed

primarily for treatment of cardiac arrest

which might occur anywhere within the

hospital grounds. A year later, October 2,

1967, a four-bed coronary care unit was
opened for the evaluation and therapy of

patients who are admitted to the hospital

with known or established acute myocar-

dial infarction, impending acute myocar-

dial infarction, suspected acute myocardial

infarction, serious arrhythmias, or conduc-

tion disturbances which could require

electrical countershock or procedures de-

signed to alleviate cardiac standstill.

Throughout the various areas of the hos-

pital establishment during the first 13

months that the plan of operation for car-

diac arrest was instituted, 76 examples of

such arrest were subjected to resuscita-

tion attempts. One-half of the patients so

resuscitated expired within one week after

* Doctor Comer is clinical assistant professor of

medicine, Tulane University School of Medicine,

and staff physician, Southern Baptist Hospital,

New Orleans.

EDWARD O’B. COMER, MD*
New Orleans

such attempts. Eleven of the patients lived

at least six weeks or longer; six of the

group survived at least six months to a

year. The greater mortality was found to

be in that group which suffered from co-

existing diseases. Curiously enough, how-
ever, in the age group from 60 to 69 years,

20 patients were involved; 11 of these sur-

vived the initial onset of arrest. In 15 pa-

tients over the age of 70, 4 survivors re-

main.

The coronary care unit in Southern Bap-

tist Hospital dropped the mortality rate at

least 10 percent when compared with the

overall mortality of patients who were
diagnosed as having myocardial infarction

in the general bed population. The unit

has already proved to be inadequate, inso-

far as the number of beds is concerned.

This is evidenced by the number of pa-

tients who have been treated outside the

coronary care premises.

In an effort to acquaint all physicians in

our hospital, regardless of their specialty,

with the availability of the roving resusci-

tation unit and with that of the coronary

care unit, records were reviewed, methods

which pertained to cardiopulmonary re-

suscitation were publicized, and certain

guidelines were presented as a base upon

which to build an adequate resuscitation

technique. Certain dogmatic step-by-step

procedures have been outlined to provide

physicians and other hospital co-workers

with a successful policy of therapy.

The MAX-cart personnel have consisted

of a nurse, an inhalation therapist (or

anesthesiologist when available), an intern

or resident usually from the internal medi-

cine service, a surgical resident when
available, and a staff member to direct the
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proceedings. On the coronary care unit,

the nurse has formed the foundation pillar

to monitor, to initiate treatment, and to

assist the physician upon his arrival on the

scene of disaster.

The measures to be outlined are com-

monly accepted points of such resuscita-

tion efforts. On the ward floors, the critical

four minute time limit before irreversible

brain damage occurs has been encompass-

ed by the facilities of the MAX-cart. The
training program for physicians and hos-

pital personnel has progressed to the point

where it has been demonstrated that the

MAX-cart can be moved from its location

in the central supply department on the

first floor to any part of the hospital within

that four minutes. On the unit, the time

is obviously one measured in seconds. It

is expected that with further training and

refinement of techniques, the mortality

rate will become more favorable for sur-

vival and the morbidity will be ameli-

orated.

Basic Steps

Several basic steps in resuscitation have

been elucidated. These consist of avoid-

ance of procrastination, a quick pounding

of the precordium, the establishment of

an airway and institution of ventilation,

a routine of external cardiac compression,

and finally the proper diagnosis and treat-

ment of the chaotically beating heart or

the actually arrested myocardium. Such

steps attain the first goals of resuscitation,

that is, the perfusion of vital tissues with

adequately oxygenated blood, that is, the

gas exchange at the cellular level. This

presumes that the physician recognizes

certain principles in such catastrophic situ-

ations. The patient must be salvageable,

and for most of us this does not include

those in the terminal stages of an incur-

able disease. The patient, therefore, should

be in relatively good health preceding his

arrest and likely to be returned to good

health.

The recognition of signs of arrest in-

clude absence of carotid pulses or precor-

dial pulse, absent or irregular respirations,

loss of consciousness and dilatation of the

pupils. Guidelines for irreversible damage

include persistent dilatation of the pupils,

no spontaneous respiration after one hour,

the absence of cardiac electrical activity

after one hour, boxcar effect of blood in

the retinal vessels, or unconsciousness last-

ing over two hours.

The pharynx and trachea should be
cleared of vomitus, food material, secre-

tions, foreign bodies or any other obstruc-

tions. The best tool for this is the hand.
If available, a mechanical aspirator, wall

suction device and/or resuscitator endo-

tracheal tube may be used. While accom-
plishing this, the physician should see to

it that the patient’s head is held in a hy-

perextended position in order to straighten

the trachea and to force the tongue for-

ward. An oral pharyngeal airway may be

inserted to insure that the tongue does

not return to a posterior position, occlud-

ing air passage. Following this, if one or

two sharp blows over the precordium fail

to produce spontaneous respiration and
cardiac activity, breathing for the patient

may be started.

Ventilation

On the MAX-cart, synchronized ventila-

tion is provided and this eases the job of

the resuscitator. Mouth-to-mouth breath-

ing may be used; mouth to airway is also

adequate; mouth-to-nose in infants and
children is more effective. The Anbubag
with oxygen flow is available on both the

cart and unit and is quite effective. It is

to be noted that time should not be wasted

attempting to pass an endotracheal tube

unless the individual is experienced in its

use. Supplementary oxygen at the rate of

10 to 15 liters per minute is fed into the

bag respirator valve. The MAX-cart pro-

vides a synchronized rhythm so that infla-

tion of the lungs is accomplished after

every fifth cardiac compression. If using

mouth-to-mouth resuscitation, better oxy-

genation of the lungs is achieved by the

resuscitator first taking two or three deep

breaths. This reduces the carbon dioxide

content of his expired air. With this

method also, a five to one ratio of compres-

sion to breathing is maintained.

Manual compression can be accomplish-

ed by the external cardiac compression
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route, using the always available hands

of the physician. This is done by placing

the heel of one hand over the lower third

of the sternum and the heel of the other

hand on top of the first. The heart is then

cyclically compressed between the ster-

num anteriorly and vertebral column pos-

teriorly 3 to 5 cm. The pericardial sac

effectively limits any lateral cardiac dis-

placement. Rhythmical compression, 50 to

60 times a minute, is an effective mode of

producing at least 30 percent of the normal

cardiac output. If the mechanical compres-

sor is placed over the lower one-half of

the sternum, the heart is compressed to-

ward the spine 3 to 5 cm.

These measures of airway ventilation

and cardiac compression satisfy the cri-

teria for adequate oxygenation of blood

and its movement to vital tissues, partic-

ularly that of the brain.

Avoidance of Errors

Errors tend to creep into the perfor-

mance of the initial phases of resuscitation.

These include failure to clear the upper

respiratory passages of foreign material;

attempts to find, connect and use aspira-

tors during this initial phase of cardiac

arrest; failure to keep the head hyperex-

tended and the tongue clear of the

pharynx; leaving the nose open during

mouth-to-mouth respiration; failure to use

the proper size mask applied tightly when
a respirator has been put into service; at-

tempting to pass an endotracheal tube in-

stead of using the oral pharynx airway

and mask; and failure to check periodical-

ly with a stethoscope for adequate ventila-

tion.

Errors of technique while using external

compression have found the operator at-

tempting to resuscitate the patient on a

soft bed instead of on a hard surface, and

neglecting to produce artificial respiration

during the performance of cardiac mas-

sage; failure to exert sufficient pressure

to squeeze the heart and, therefore, failure

to move blood from the heart into the

general circulation; becoming excited and

inadvertently massaging too rapidly to

permit adequate venous return; neglecting

to release pressure over the sternum, thus

preventing adequate venous filling; plac-

ing the hands in improper location over

the sternum; and using other than the

heel of the hand for pressure.

When airway ventilation and external

compression have been properly accom-
plished, the physician may then pause a

moment to survey the efficacy of his ef-

forts. However, he should move quickly to

the next steps in the resuscitation tech-

nique, avoiding the frequent assumption
that one no longer has to hurry after hav-
ing instituted supportive respiration for

oxygenation and external cardiac compres-
sion for mobilization of blood. It should

be emphasized again that procrastination

is the enemy of resuscitation. Deliberate

rapidity of subsequent steps is a prereq-

uisite for achievement of spontaneous
respiration and restoration of cardiac

activity.

Determination of Condition of

Arrested Heart

For practical purposes, the subsequent
actions of physicians must now be deter-

mined by accurate diagnosis of the condi-

tion of the arrested heart. Is the heart

stopped in a state of ventricular fibrilla-

tion, or is cardiac standstill the present

problem? When the heart ceases to func-

tion regardless of the underlying cause,

it does so because of electrical instability.

Knowledge of the type of arrest is essen-

tial since therapy for ventricular fibrilla-

tion differs radically from that of cardiac

standstill. At this stage, an electrocardio-

graphic diagnosis is mandatory. This in-

formation is developed by placing needle

electrodes in the right and left arms and
left leg to produce a modified lead II.

Chaotic, undisciplined electrical mechan-
ical activity indicates ventricular fibrilla-

tion. A flat line tracing denotes cardiac

standstill, that is, the absence of mechan-
ical and electrical activity. Once the spe-

cific type of arrest is indicated, then fur-

ther therapy becomes logical.

Some considerations which must be at-

tended to at this stage are those of estab-

lishing an intravenous route by a “cut-
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down” or large bore intracatheter for in-

travenous cardiac medication, vasopres-

sors, and/or volume replacement and cor-

rection of the inevitable severe acidosis

which accompanies cardiac arrest. It is to

be noted that should a delay of more than

four minutes be anticipated in the estab-

lishment of an intravenous route and visu-

alization of the type of arrest by EKG,
then the arbitrary injection of 1 cc of

1/1000 epinephrine solution into any cham-
ber of the heart should be performed. If

such injection is attempted, diluting the

epinephrine with 9 cc of sterile water or

saline will enable the physician to inject

the epinephrine accurately into any of the

heart chambers. It may be used even in the

fibrillating heart since the classical avoid-

ance of this drug in such a situation is

no longer felt to be entirely valid. There
is no doubt that the survivor yield is in-

creased by measures which achieve a

spontaneous cardiac output as quickly as

possible. It is vitally necessary during this

stage of the procedure in resuscitation

that ventilation and cardiac compression

be continued.

The correction of acidosis, since it is a

prerequisite to restoration of spontaneous

heart beat, may be carried out by using

sodium bicarbonate. The stopped heart is

usually extremely difficult to restart until

bicarbonate or some other type of buffer,

such as THAM, is used. Such buffers as

THAM require calculation, and it is far

easier to use 2 ampules of 50 cc of bicar-

bonate (44.6 mEq each) and then 50 cc

every five minutes during the resuscitation

effort, as soon as the intravenous route has

been secured. In addition, during this

phase of the physician’s efforts, calcium

chloride may be injected intravenously or

directly into a heart chamber, 0.5-1.0 gm
when cardiac action is returning but is

weak and inefficient. This may be repeated

at three to five minute intervals. Digitalis

intoxication may contraindicate use of this

drug.

Treatment of Fibrillation

If ventricular fibrillation has been diag-

nosed by the EKG, the treatment of choice

following the steps outlined above is defi-

brillation with the hope of a subsequent
establishment of an acceptable rhythm or

to convert the fibrillation to cardiac stand-

still and then proceed with treatment of

such standstill. Chemical defibrillation

with intracardiac or intravenous potassium

has been used to stop the heart com-
pletely. Lidocaine has been used in lieu

of potassium; both have presented cell

level chemical difficulties and probably

should be reserved only for those instances

should a defibrillator not be available.

The technique of external electrical de-

fibrillation of the heart consists of press-

ing one electrode of the defibrillating unit

over the right second interspace of the

chest or less favorably over the sternal

notch. The other electrode paddle should

be applied at the cardiac apex or in the

left midaxillary line at the fifth inter-

costal space. This position of the electrode

will allow passage of an electrical current

through the longitudinal axis of the heart.

The use of such countershock at less than

400 watt seconds has been practiced. Its

chance of success is much less than setting

the defibrillator power at its highest out-

put. If a repeat shock is necessary, it may
be accomplished as soon as the defibril-

lator unit has recharged itself. It is to

be noted that the defibrillator paddles

must be well coated with electrode

paste and also must be pressed tight-

ly against the skin. A pressure of

20 pounds is frequently mentioned as

the recommended force on the chest

wall. How to be sure that you are exert-

ing 20 pounds of pressure is uncertain.

The best answer would be “very firm pres-

sure.” It goes without saying that all per-

sonnel should be warned to move clear

of the patient and bed, and any material

which may conduct electrical activity

should be removed. On the coronary care

unit, the defibrillating paddles should not

come in contact with the chest electrodes

which are monitoring the patient’s cardiac

activity.

There are several errors of technique in

the defibrillation procedure. Perhaps the

most basic one is that the myocardium had
not been adequately oxygenated by the
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procedure of artificial respiration and car-

diac massage. If acidosis has not been cor-

rected, defibrillation will be less success-

ful. Inadequate electropaste or dry electro-

paste should be avoided. On the other

hand, the defibrillating current over the

skin may be short-circuited if excessive

electrode paste is applied. It is to be em-
phasized again that the electrode paddles

should be in the proper position. The pres-

sure poundage needs to be adequate. A
low power setting should be avoided. The
time between stopping of cardiac massage

and the defibrillation procedure should be

as short as possible. Otherwise, the myo-
cardial fibers become anoxic and, there-

fore, defibrillation will fail. Finally, the

resuscitator should avoid hesitation in re-

peating the defibrillation shock.

Cardiac Standstill

If cardiac standstill is the problem, or

if defibrillation has produced cardiac

standstill, drug therapy should be institut-

ed immediately. The basic drug is epineph-

rine. A strength of 1:1000 is adequate.

One cc should be given by direct implan-

tation into any heart chamber. There are

two points where the needle may be in-

serted with relative safety and certainty.

The better spot is found in the fourth

interspace just to the left of the sternum.

A 22-gauge, 3V2 inch spinal needle may be

used. The difficulty with this needle is its

flexibility. A 19-gauge needle serves the

purpose better. It is necessary to draw the

plunger back to be certain that blood can

be withdrawn to ensure that the needle is

inserted in an atrium or ventricle. The
needle is withdrawn and the heart is com-

pressed in order to provide adequate per-

fusion with this drug. Such an injection

may be repeated every three minutes if

necessary. It is necessary to recall that this

drug needs to be accompanied by correc-

tion of acidosis with sodium bicarbonate

and adequate oxygenation by massage. If

an intravenous route has already been es-

tablished, the epinephrine may be given

intravenously as long as cardiac compres-

sion continues to provide circulation. In

addition, calcium chloride may be adminis-

tered intravenously in order to increase

myocardial tone. Ten cc of a 10 percent

solution of calcium chloride is adequate or

15 cc of calcium gluconate can be given.

This may also be repeated at three to five

minute intervals.

The MAX-cart and the coronary care

unit contain an external pacemaker to

treat cardiac standstill. Such a pacemaker
will supply cyclic electrical stimulus to

the heart. It should be set at a rate of 50

to 60 impulses a minute. The electrodes

should be tightly fitted. The lowest voltage

or stimulus amplitude to provide an ade-

quate pulse should be used. A pacemaker
is not ordinarily used for a fibrillating

heart, since its effectiveness on an anoxic

heart or one in ventricular fibrillation is

poor. Many physicians prefer an intrave-

nous catheter electrode as a pacemaker. In

our hospital, it is felt that the pacemaker
is not nearly as effective as the other

methods just described, unless block is

present.

Adjuvant Agents

The question often arises as to what
other methods should be provided to sup-

port the arrested heart and malfunction-

ing circulation. Several drugs are com-
monly employed. One of these is procaine-

amide (Pronestyl®) . This is used if ven-

tricular fibrillation persists in spite of the

previously mentioned efforts or if fibrilla-

tion recurs after the initial establishment

of the satisfactory cardiac pattern. A rapid

intravenous dose of 100 to 200 mg may be

used, followed by an infusion of 200 mg
in 500 cc of 5 percent glucose in distilled

water. Once this has been done, if the

heart continues to fibrillate, reshocking

may be performed and alternated with

repeated injections of 100 to 200 mg of

Pronestyl. One of the objections to this

drug is that it should be kept cold and

should be checked for turbidity. Should

turbidity solution be observed or its color

changed, then that particular ampule of

Pronestyl should be discarded. Quinidine

has also been frequently used; 240 mg
injected intravenously may be effective.

Like Pronestyl, it can be given in incre-
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ments up to 1000 mg. It would seem more
dangerous to give this much quinidine

than the same amount of Pronestyl.

Pressor agents are usually given the

patient. They should be started early in

the resuscitative phase. Metaraminol bitar-

trate (Aramine®) 100 to 400 mg in 500 cc

of 5 percent glucose in distilled water

is a good drug initially for combating hy-

potension. It should be used cautiously if

hypovolemia is suspected. Norepinephrine

(Levophed®) 8-20 mg in 500 cc of 5 per-

cent glucose in distilled water may be

substituted. If such hypovolemia is due to

acute blood loss, then plasma expanders

may be given until blood is obtained.

Among the other drugs which are fre-

quently pressed into service are lidocaine

(Xylocaine®) and isoproterenol (Isu-

prel®). Lidocaine may be given in a

bolus of 50 mg intravenously after de-

fibrillation should premature ventricular

contractions be diagnosed. This may be

followed by subsequent injections of this

drug, or 500 mg in 500 cc of 5 percent glu-

cose in distilled water may be given con-

tinuously. Lidocaine is dangerous in heart

block, as are digitalis, quinidine, and

Pronestyl, since extreme bradycardia may
ensue. Additionally, the toxicity of lido-

caine is increased in patients with hepatic

insufficiency from any cause, for the liver

plays a key role in detoxification of this

drug. If the infusion rate of lidocaine is

greater than approximately 4 mg per

minute, then central nervous system mani-

festations such as grand mal seizures may
become manifest. Should bradycardia oc-

cur, atropine .4 to .6 mg intravenously can

be given. As with other drugs, including

Isuprel, atropine may precipitate ventric-

ular tachyarrhythmia, if heart block is

present. Such a dilemma is circumvented

by catheter pacing. Pacing at a normal

rate will suppress ectopic foci or will

allow the use of antiarrhythmic drugs

without danger of such drugs inducing

bradycardia.

Unless there is adequate arrangement

for postresuscitation care, the vigorous

initial efforts to revive the patient are in-

complete and fraught with failure. There
should be ample nursing care, monitoring,

attention to adequate blood pressure, and
oxygenation by the continued use of vaso-

pressors, assisted ventilation, diuretics if

indicated, insurance of adequate renal

function, and correction of the basic dis-

ease producing the cardiopulmonary catas-

trophe. Finally, some thought should be

given to handling of the patient’s family

and preparation of plans to assist the

patient in the succeeding steps to his con-

valescence and discharge from the hos-

pital.

Summary
In summary, cardiac resuscitation has

been established at Southern Baptist Hos-

pital, on both a roving basis over the en-

tire hospital by the use of the MAX-cart
and by the institution of a coronary care

unit. Adequate resuscitation begins with

recognition of the problem, proceeding to

take immediate steps within the first four

vital minutes to assist in the restoration

of normal cardiopulmonary function.

These should include an adequate airway,

proper ventilation, external compression

of the heart and treatment of the arrested

heart whether it be fibrillation or stand-

still. Ancillary basic assistance should be

provided in treatment by the adequate use

of material to correct the ever present aci-

dosis, the frequent evidence of shock, and

too often the repetition of the original

catastrophe. Physicians should familiarize

themselves with these procedures and

should not hesitate to offer immediate as-

sistance regardless of whose patient is in-

volved.
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Congestive Heart Failure and Cardiac

Arrhythmias

• The author gives an instructive summary of congestive heart failure

with consideration of development, recognition, treatment, and outline

of procedure.

A N understanding of the term “con-^ gestive heart failure” first requires a

review of normal hemodynamics. Blood

normally returns to the right atrium

where the pressure is approximately 5 mm
Hg, passes into the right ventricle where

the pressure is approximately 20/0 mm Hg,

then into the pulmonary artery where the

pressure is 20/8 mm Hg, into the pulmo-

nary capillary bed where the pressure is

5 mm Hg, then into the pulmonary veins

to the left atrium where the pressure

again is approximately 5 mm Hg, into the

left ventricle where the pressure is 120/0

mm Hg, and then through the aortic valve

to the aorta where the pressure is normal-

ly 120/80 mm Hg. In the peripheral capil-

lary bed, the pressure is approximately 45

mm Hg in the arteriolar end and is ap-

proximately 16 mm Hg in the venous end

of the arteriole. The osmotic pressure

exerted by the plasma protein is approxi-

mately 36 mm Hg in the arteriolar end

and is approximately 39 mm Hg in the

venous end of the capillary. This increase

in the plasma protein osmotic pressure in

the venous end is due to fluid leaving the

capillary bed in the arteriolar end causing

a concentration of plasma proteins in the

venous end and, hence, allowing a greater

osmotic pressure. This, therefore, allows

fluid to escape in the arteriolar end of the

capillary and to return in the venous end

of the capillary. Blood then returns by way
of the venous network to the right side of

the heart.

The term “cardiac output” refers to the

heart rate times the stroke volume, which

* Doctor McCurley is associate professor, De-

partment of Medicine, Tulane University School

of Medicine, New Orleans.

DONALD R. McCURLEY, MD, FACP*
New Orleans

is equivalent to a rate of approximately 80

beats per minute times the average stroke

volume per heart beat of 70 cc, which is,

therefore, equivalent to 5,600 cc per min-
ute.

Sensors of Blood Circulation

The maintenance of a normal circulating

blood volume is dependent upon volume
sensors and pressor sensors which are lo-

cated in the hypothalamus, the carotid

body, and the kidney. A reduction in the

circulating blood volume stimulates the

volume sensors in the hypothalamus,

which then causes the pituitary gland to

elaborate its antidiuretic hormone causing

a decrease in urinary volume through in-

creased tubular reabsorption of water.

When stimulated, they also cause the pitu-

itary to release an aldosterone stimulating

factor which causes the adrenal gland to

release aldosterone which, in turn, in-

creases the tubular reabsorption of sodi-

um. There are normal homeostatic con-

trols which maintain a normal circulating

blood volume through feedback mecha-

nisms. A decrease in the serum sodium,

blood volume, or blood pressure can cause

a reduction in the perfusion of the kidney

with a decrease in the afferent renal arte-

riolar blood flow. This results in an in-

creased production of renin by the jux-

taglomerular apparatus. Renin causes the

formation of angiotensin which stimulates

the adrenal cortex to produce aldosterone

and increases the tubular reabsorption of

sodium, water retention, increased blood

volume and, therefore, increased blood

pressure. This then, through a feedback

mechanism, diminishes the production of

renin. Antidiuretic hormone is likewise

shut off by an increase in blood volume
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which, by stimulating volume receptors,

diminishes antidiuretic hormone produc-

tion.

Decrease in Cardiac Output

The basic problem in congestive heart

failure is a decrease in cardiac output due

to an inefficient heart with salt and water

retention. Liver hypoxia leads to failure

of antidiuretic hormone inactivation and

water retention. Baroceptor stimulation

leads to salt and water retention. One
theory of congestive heart failure is the

so-called backward failure theory. This

refers to Starling’s law of the heart which
states that there is a concomitant increase

in the strength of contraction with an in-

crease in the length of the myocardial fiber

until a certain point of decompensation is

reached when further stretch does not lead

to further strength of contraction. At this

point, there is inadequate left ventricular

emptying with a rise in the left ventricu-

lar end diastolic pressure which is trans-

mitted backward with a rise in the left

atrial, pulmonary capillary, right ventricu-

lar, right atrial, and then systemic venous

pressure. The increased systemic venous

pressure exceeds the normal hydrostatic

pressure exerted by the plasma proteins

in the venous end of the capillary and pre-

vents the reabsorption of tissue fluid, and

this leads to edema of the dependent por-

tions of the body, such as, the feet and pre-

sacral areas.

Pulmonary Edema

It is significant that transudation into

the interstitial spaces in the lungs does not

occur until the pulmonary capillary pres-

sure has increased to approximately 25

mm Hg; therefore, pulmonary edema does

not occur early in congestive heart failure.

However, the congestion in the pulmonary
capillary bed increases lung stiffness and

decreases the elasticity and compliance in

the lungs and leads to dyspnea on exer-

tion, increasing in magnitude until pul-

monary edema develops.

Mechanism of Failure

Under the forward failure theory, as

occurs in anemia, beriberi, and hyperthy-

roidism, there is an increased cardiac rate

without an associated increased cardiac

output because of inadequate cardiac

filling and a diminished stroke volume.

This diminished cardiac output sets into

operation those previously discussed regu-

lators for expansion of circulating blood

volume, which then leads to congestive

heart failure.

Congestive heart failure can occur with

pump failure due to such things as a rapid

arrhythmia, primary intrinsic myocardial

disease with a variety of causes such as

disturbances in normal cation levels of

magnesium, calcium, potassium, and sodi-

um, collagen, allergic, and autoimmune
diseases, traumatic, genetic, endocrine and
metabolic, infiltrative, tumors, vascular

lesions, or infections. It may also be due to

inhibition of myocardial function, such as,

that due to pericardial effusion, constric-

tive pericarditis, endocardial fibroelastosis,

or pulmonary emboli. It may also be val-

vular due to congenital abnormalities of

the valve, acquired valvular disease due

to rheumatic fever, SBE, arteriosclerosis,

or malfunctioning prosthetic valves, or

traumatic, such as, papillary muscle and

chordae tendineae injury.

Volume failure may be due to decreased

circulating blood volume as a result of de-

hydration due to vomiting and diarrhea,

hemorrhage, polyuria as seen in diabetic

acidosis or hypercalcemia, heat stroke with

excessive sweating, or with certain lesions

of the central nervous system with inade-

quate secretion of antidiuretic hormone.

There may be an excessive blood volume
due to over-transfusions, intravenous

sodium chloride, sodium bicarbonate and,

especially, sodium lactate which depresses

the myocardium. The increased blood vol-

ume causes circulatory overload and left

ventricular failure.

Symptoms

The symptoms of congestive heart fail-

ure may be respiratory and include dysp-

nea on exertion, cough, hemoptysis, par-

oxysmal nocturnal dyspnea, and tachyp-

nea. Chest pain may result from poor coro-

nary artery perfusion. Poor cerebral artery
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perfusion may give central nervous system

symptoms, such as, giddiness, vertigo,

visual blurring, ataxia and syncope. He-

patic and splanchnic congestion lead to

hepatomegaly, ascites, abdominal pain,

anorexia, and vomiting. Edema and oligu-

ria result from reduced renal perfusion

and baroceptor stimulation.

Physical Examination

Physical examination of the patient in

congestive heart failure may reveal or-

thopnea, tachycardia out of proportion to

the temperature, tachypnea, distended

neck veins, fine moist rales at both lung

bases, pleural effusion, a palpable liver,

ascites, pedal and pre-sacral edema, cardi-

omegaly, protodiastolic gallop rhythm at

the apex, and accentuated pulmonic sec-

ond sound. With advancing congestive

heart failure, there may be signs of poor

peripheral perfusion with cold, clammy
skin, peripheral cyanosis, sweating, a weak
thready pulse, pulsus paradoxus, and pul-

sus alternans.

Diagnosis of Congestive Heart Failure

The diagnosis of congestive heart failure

is based on the history and physical exam-
ination. The earliest changes may be noted

on a chest x-ray film and consist of a bi-

lateral hilar vascular congestion with a

typical butterfly appearance. There may
be left ventricular enlargement, a promi-

nent pulmonary conus, generalized cardiac

enlargement, and a pericardial effusion or

pleural effusion. The central venous pres-

sure, as measured by a catheter in the

right atrium, is elevated above the normal

5 mm Hg, and the hepatojugular reflex

shows distention of the neck veins with

pressure over the liver due to vascular en-

gorgement of the liver. There is a pro-

longation of the arm-to-tongue and arm-to-

lung circulation times.

Treatment

The treatment of acute congestive heart

failure has historically resided in the use

of digitalis which increases the force of

myocardial contraction in both the normal
and failing heart. The precise mechanism
of its action is not known, but apparently,
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it has a direct effect on the myocardium.
It increases the cardiac output, relieves the

circulatory congestion and, in some in-

stances, the passive congestion in the

lungs and systemic vessels. The increased

cardiac output causes a decrease in the

ventricular volume and cardiac work, and
the wall tension the heart must develop
for a given pressure inside the ventricular

cavity diminishes. Arrhythmias may be
benefited by digitalis due to its vagal stim-

ulating effect; there is probably a direct

effect on the A-V transmission system.
This is of benefit in atrial fibrillation,

where the ventricular response is slowed,

and in mitral stenosis, where the increase

in the time available for the ventricle to

fill allows an increase in the cardiac out-

put. Occasionally, atrial fibrillation may
revert to a normal sinus rhythm after the

administration of nothing but digitalis.

This may not be due to the digitalis effect

per se, but the result of increased cardiac

output, coronary blood flow, and myocar-
dial perfusion. The same mechanism ap-

plies in other arrhythmias where the

effect is not a direct one on the heart, but
improved hemodynamics. The type of dig-

italis medication used and the route of ad-

ministration are dependent upon the ur-

gency of the situation. In a very critical

situation, one would use ouabain 0.5 mgm
diluted in 10 cc of 5 percent dextrose and
administer 1 cc every two to three minutes
while monitoring the patient. Its onset of

action is immediate and the duration of

action is only several hours. In a less

critical situation, the administration of

Cedilanid® 0.8 mgm IV as a stat dose, then

0.4 mgm IV in two hours and 0.2 mgm IV
every two hours for two additional doses.

Lanoxin® 0.75 mgm administered IV stat

and repeated in one hour would be an

alternative form of therapy. In less urgent

situations, Lanoxin, digitoxin, or digitalis

could be used orally.

Diuretics

The recent introduction of potent intra-

venous diuretics has made feasible the

more prompt relief of acute pulmonary
edema. Furosemide (Lasix®)

,
an anthrani-
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lie acid derivative, may be given in a dose

of 2 cc IV or IM. It has a peak of action

in one hour and a total duration of action

of four to six hours. Ethacrynic acid, an

alpha-beta unsaturated ketone derivative

of aryloxyacetic acid, may be given IV in

a dose of 50 mgm. The onset of action is

immediate and the duration of action is

one to two hours. Thiazide diuretics have

their onset of action in two to three hours

and maximum effect in six to twelve hours

and, therefore, are of little benefit in acute

pulmonary edema, but are of value in less

severe states of congestive heart failure.

The carbonic anhydrase inhibitors like

Diamox®, spironolactone, an aldosterone

blocker, and triamterene, a pteridine de-

rivative, similarly, have no efficacy for

acute pulmonary edema and should be

reserved for milder states of congestive

failure. Mercurial diuretics parenterally

have an onset of action in one to two hours,

a maximum effect in six hours, and should

not be used in an emergency situation.

A reduction in the circulating blood vol-

ume may be achieved by rotating tourni-

quets, but phlebotomy of 250 cc of blood

over a 20 to 30 minute interval would be

more prompt in the relief of symptoms in

a plethoric individual with distended neck

veins in acute congestive heart failure.

Peritoneal dialysis, using a hypertonic

dialysate solution, can be used in refrac-

tory congestive heart failure. One would
start with one liter of IV2 percent to 4V2
percent dialysing solution, and one ex-

change could remove 500 cc of excess fluid.

One would then use 2 liter exchanges

every two hours after the acute pulmo-

nary edema is relieved.

Oxygen, administered by intermittent

positive pressure, acts like tourniquets and
venesection by increasing the peripheral

venous pressure and decreasing the pres-

sure in the lungs but, acting in this

fashion, could precipitate shock. Defoam-
ing agents, such as 15-20 percent alcohol,

can be added to the oxygen therapy.

Sympatholytic drugs, such as Dibenzy-

line®, have been advocated where the

stress reaction has been a contributor to

the congestive failure in terms of ar-

rhythmias and peripheral vasoconstriction

which lead to a vicious cycle. One hundred
mgm of Dibenzyline in 500 cc of 5 percent
dextrose in water is administered slowly
with a stand-by drip of Levophed® and,

depending on the blood pressure response,

one or the other is administered.

Morphine may be given for its action in

allaying apprehension in doses of 1/6 to

14 gr parenterally. Ancillary therapy, con-
sisting of salt restriction, adequate rest,

and the correction of any contributing
causes to the congestive failure, such as,

anemia, thyrotoxicosis, and arrhythmias, is

also carried out.

Cardiac Arrhythmias

The past several years have seen the in-

troduction of new methods in cardiac ar-

rhythmias. The standard approach in the
past to supraventricular arrhythmias, sus-

tained arrhythmias such as atrial flutter

and atrial fibrillation, ventricular prema-
ture beats, paroxysmal ventricular tachy-
cardia, and ventricular fibrillation is

shown in the following diagram proceed-
ing from Stage I to Stage III.

STAGE I:

1. Sedation

2. Vagal stimulation by
Valsalva maneuver
Carotid pressure

Pressor drugs—Vasoxyl®
Morphine to sensitize the carotid sinus

Tensilon® 5 mgm IV due to its strong
vagal effect

STAGE II:

With Supraventricular Arrhythmias

1. Digitalis to restore to a normal sinus rhythm
or control the ventricular rate

2. Depressant drugs

Quinidine

Procainamide

With Ventricular Arrhythmias

1. Quinidine

2. Procainamide

3. Propranolol

4. Digitalis

STAGE III:

Electroshock
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Lidocaine

In 1950, lidocaine began to be used in

the operating room to control ventricular

tachycardia and arrhythmias postopera-

tively. Its action is to increase the thresh-

old for diastolic stimulation; and it de-

creases irritability, but does not prolong
the refractory period. It has the advan-
tages of not inducing hypotension as

readily as quinidine and procainamide and
a short duration of action—approximately
15 to 20 minutes. It is indicated in ventric-

ular arrhythmias with acute myocardial
infarction, ie, over 10 ventricular prema-
ture beats per minute with a myocardial
infarction, less than 5 to 10 multifocal ven-
tricular premature beats per minute with
a myocardial infarction, ventricular tachy-
cardia without hypotension (use electro-

shock for ventricular tachycardia with
hypotension), onset of ventricular tachy-
cardia, or fibrillation after conversion of

cardiac arrest to a normal sinus rhythm
by electroshock. The lidocaine will dimin-
ish the irritable focus. The dose is 50 to

100 mgm given IV in several minutes as a

single bolus. The premature ventricular

beats may return in 15 minutes due to the

short effect of lidocaine. In this case, 100

mgm per hour may be given in an intra-

venous drip and the dose adjusted to the

lowest amount necessary to suppress the

ectopic rhythm. Among the side effects of

lidocaine is hypotension, which is rare, not

serious, and can be eliminated by slow-
ing the rate of infusion or stopping the

drug. Mental confusion and drowsiness dis-

appear on discontinuing the infusion for

15 minutes. Seizures and agitation occur
with large doses of lidocaine.

Accessory Measures

Dilantin® has been found to have a direct

effect on the myocardial intracellular

sodium concentration. In supraventricular

tachyarrhythmias, it increases the degree
of A-V block and slows the ventricular

rate, but may not stop the supraventric-

ular mechanism and its effects are transi-

ent. Seven deaths have been reported with
its use IV, and ventricular asystole may
occur. It may cause excessive slowing of

the SA node and excessive A-V block. It

may be used with bigeminy and multi-

focal ventricular premature beats due to

digitalis toxicity. The dose is 250 mgm IV
while monitoring. Atropine should be

available and should be given if the ven-

tricular rate slows excessively due to

Dilantin’s effect on the vagus, SA node, or

A-V node.

Use of Propranolol

Propranolol (Inderal®) decreases the

rate and automaticity of cardiac tissue as

a beta adrenergic blocker. It has an effect

opposite to that of Isuprel® and will block

the effect of Isuprel. It is, therefore, con-

traindicated in asthma, allergic rhinitis,

bradycardia, A-V block—especially second

and third degree block, cardiogenic shock,

right-sided heart failure with pulmonary
hypertension, in the presence of mono-
amine oxidase inhibitors, and in conges-

tive heart failure. It may be used to de-

crease the ventricular rate in atrial fibril-

lation, ie, 10 mgm orally every six hours

will slow the ventricular rate and may
make possible a reduction of the dosage

of digitalis previously needed to slow the

ventricular rate. It may similarly be used

to treat atrial fibrillation and atrial flutter

which are not responsive to the usual

treatment. It may convert atrial fibrilla-

tion to a normal sinus rhythm in a post-

operative patient, ie, 1 mgm IV and repeat

three minutes later, but it is usually not

recommended for conversion of auricular

fibrillation to normal sinus rhythm. It may
help control paroxysmal atrial tachycardia

in children and adults who do not respond

to digitalis and quinidine. When counter-

shock is not readily available, it may be

used in ventricular premature beats and
ventricular tachycardia due to its quini-

dine effect. It may be used in digitalis

induced tachyarrhythmias in a dosage of

1 mgm IV.

Electroshock

Electroshock may be used to convert

atrial fibrillation to a normal sinus rhythm
with a greater than 90 percent success rate

with careful selection of patients. The best

candidates are those with recent onset of
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atrial fibrillation, with small hearts, with
flutter as opposed to fibrillation, and in

those who convert with a small dose of

quinidine in anticipation of electroshock

therapy. Valium®, 5 to 10 mgm IV, is given

as an anesthetic after the patient has been
prepared by omitting digitalis for two
days and receiving quinidine 0.2 gm orally

every two hours for five doses for two
days before the day electroshock is admin-
istered. After conversion, quinidine is

maintained at a dose of 0.3 gm orally every

six hours, and digitalis may be resumed
the day after electroshock. Digitalis is

omitted several days before electroshock

because of the hazard of inducing ventric-

ular fibrillation and arrhythmias. Atrial

flutter should be converted by electro-

shock because of the difficulty of main-
taining a good ventricular rate despite

digitalis induced A-V block. The ventricu-

lar rate is often erratic and is difficult to

regulate. In an emergency, where a patient

is in shock with a supraventricular ar-

rhythmia or ventricular tachycardia and is

on Levopherd®, electroshock may be suc-

cessful, but the patient often relapses and
a pacemaker is indicated.

Artificial Pacing

Artificial pacing is indicated in arrhyth-

mias without block which are not respond-
ing to the usual drugs. It can be used to

suppress arrhythmias postoperatively and
in supraventricular and ventricular tachy-

arrhythmias, such as, paroxysmal atrial

tachycardia, paroxysmal ventricular fibril-

lation, digitalis intoxication, and asystole

after paroxysmal atrial flutter and fibrilla-

tion. Pacing may be used in conjunction

with the depressant drugs and makes pos-

sible a reduction in the dose of the drugs

and eliminates their potential toxicity at

high levels. Likewise, in the presence of

these drugs, the pacemaker can control the

arrhythmia at a lower rate of discharge.

In view of depressed farm prices and a lagging rural economy, the National Federa-

tion of Independent Business has voiced concern over the effects the income tax in-

crease may have on the nation’s economy.
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The Problem of Shock in Acute

Myocardial Infarction

• The author considers the various factors concerned when shock

occurs in myocardial infarction and reviews appropriately the mea-

sures for its control.

CHOCK in the presence of acute myo-
cardial infarction is an extremely seri-

ous complication. An idea of the grave

morbidity and mortality associated with

acute myocardial infarction in shock may
be gained from data on 150 patients in a

coronary care unit with myocardial in-

farction; these are reported by Killip and

Kimball (Table 1).

TABLE I

No shock Shock

Patients

Life threatening

. . 116 (77%) . . ...34 (23%)

arrhythmias 41% 94%
Cardiac arrest

Survivors of

9% 74%

cardiac arrest . . .

.

55% 4%
Overall mortality . .

.

7% 85%

As can be seen, dangerous arrhythmias

and cardiac arrest are much more frequent

in patients in shock, and successful resus-

citation is very unusual in its presence.

The overall mortality rate of 85 percent

of the patients in shock with acute myo-
cardial infarction is in line with reports

from other investigators. In the above

mentioned study, patients with shock com-
prised 78 percent of those who died with

myocardial infarctions. There has been no

improvement in the mortality rate of pa-

tients with shock after myocardial infarc-

tion on coronary care units, as contrasted

with regular care before the advent of

such units. Approached from another

angle, the following data from Oliver,

* Doctor Rufty is clinical instructor in Medicine,

Tulane University School of Medicine, New Or-

leans.

ALFRED J. RUFTY, JR., MD*
New Orleans

et al, only reemphasize the gravity of the

problem. These figures are taken from
their experience in the coronary care unit

of the Royal Infirmary in Edinburgh and
consist of a compilation of the causes of

the 55 deaths, a report which comprised

14 percent of the total patients with acute

myocardial infarction on their unit (Table

2).

TABLE 2

Causes of death on coronary care unit:

Shock . 32 .... . . . . 57.6%

Asystole 9 . . . . . . . . 16.2%

Ventricular fibrillation . . 7 . . . . . . . . 12.6%

C.H.F 4 7.2%
Heart rupture 2 . . . . . . . . 3.6%

Pulmonary embolus . . . . 1 . . . . 1.8%

It is again evident that the main cause

of death, now that the arrhythmia prob-

lem is under fairly good control on the

modern coronary care unit, is shock com-
plicating myocardial infarction.

Shock following acute myocardial in-

farction may be rigidly defined as a syn-

drome consisting of signs of a reduction

in effective blood flow such as cold skin,

alteration of the sensorium, oliguria, and

arterial hypotension on the order of a sys-

tolic blood pressure of 88 mm HG or less.

To fulfill the rigid criteria of the defini-

tion, these features should not be transi-

tory or attributable to arrhythmias, pain,

or medication. The arterial pressure is

somewhat arbitrary since some patients

have the features of shock with pressures

higher than this; and others who are not

in shock may have pressures slightly lower

than the stated figure.
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Shock in general, regardless of the spe-

cific cause, is basically a syndrome pro-

duced by poor blood flow. As a result of

the reduction in flow, tissue hypoxia oc-

curs, leading to a shift to anaerobic me-
tabolism and acidosis which reduces myo-
cardial contractility, decreases the re-

sponse of the myocardium and peripheral

vasculature to catecholamines and in-

creases the frequency of arrhythmias.

Capillary hypoxia and stagnation of flow

lead to pooling of blood in the capillaries

and a seepage of plasma fluids out of the

vascular compartment which reduces

venous return to the heart and conse-

quently cardiac output. The loss of plasma

also increases the blood viscosity, further

diminishing the flow. The reduction of

flow to the kidneys causes a fall in the

glomerular filtration rate, leading to

oliguria or anuria. The confusion, restless-

ness or torpor as seen in patients in shock

is due to the reduction in cerebral flow.

The heart muscle cells participate in the

general ischemia and their function fur-

ther decreases. Finally, unless the morbid
process is reversed at some point, cellular

function and integrity in the various tis-

sues degenerate to the point of no return.

The shock has become “irreversible” and

the victim is doomed.

Pathophysiology

There is currently some disagreement

regarding the mechanisms of shock in

myocardial infarction. Many physicians

assume that the single primary hemody-
namic disturbance is a severe fall in car-

diac output with a consequent shock syn-

drome. This is frequently the case, but it

is by no means the only factor involved.

Kuhn recently reported on hemodynamic
studies which were done on 86 patients in

10 different centers during shock after

myocardial infarction. Great variability

was shown in the hemodynamics. The
cardiac output was almost always reduced,

but the reduction was greatly variable in

degree and frequently was no lower than

in other patients after myocardial infarc-

tion who did not go into shock. The
peripheral resistance was also variable.

In about half, it was greatly increased as

would normally be expected as a compen-
sation for the reduction in cardiac output.

In the other half of the group, the periph-

eral resistance was either normal, only

slightly elevated, or actually decreased.

This, of course, implies that dysfunction

of the peripheral vasculature is also of

importance in shock after myocardial in-

farction and that the reduction in cardiac

output is not always the only or prime

dysfunction. Congestive heart failure is

frequently present in shock with myocar-

dial infarction, but this is certainly not

always the case. Early in the course, the

lungs may be clear and the venous pres-

sure may be normal. In one-third of the

patients in which it was measured, the

right atrial or central venous pressure

was normal. It is probable, however, that

some degree of left ventricular failure can

exist with a normal right atrial pressure.

Therapeutic Agents

Vasopressors. Many agents have been

used in the treatment of shock after myo-
cardial infarction, and none has been out-

standingly successful. The vasopressor

agents have been most widely used. Norep-

inephrine (Levophed®) and metaraminol

(Aramine®) have been most frequently

employed. They have both alpha and beta

adrenergic effects. The alpha effect is

vasoconstriction and the beta effect is ino-

tropic to the myocardium. The rationale

for their use is that increased vasocon-

striction produces a rise in aortic pressure

and consequently increased perfusion of

the coronary arteries and myocardium and

that an increase in cardiac output is

thought to result. Objections to the vaso-

pressors have been that they increase the

“pressure work” of the ischemic myocardi-

um and consequently its oxygen consump-
tion and that they cause excessive vaso-

constriction in a syndrome where tissue

flow is already reduced. An analysis of

268 patients from 18 series by Kuhn re-

vealed in his judgment an effective pressor

effect in 77 percent, relief of the clinical

manifestations of shock in 51 percent, and

a mortality averaging 60 percent. In 33
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patients in whom the cardiac output was
measured with norepinephrine or metara-

minol therapy in shock after myocardial

infarction, the cardiac output increased in

17, decreased in 9, and did not change in 7.

Kuhn concluded that norepinephrine or

metaraminol produces a pressor response

in the majority of patients, an increase in

cardiac output in at least one-half, and

probably saves some lives.

Vasodilators. Vasodilators have been

advocated by some in an attempt to in-

crease tissue flow and reduce the pressure

load on the heart. Phenoxybenzamine has

been the main vasodilator used in shock

in general, but not much information is

available on its effect in shock after myo-
cardial infarction. The few results that

have been reported so far have not been

particularly encouraging.

Volume Expanders. Plasma volume ex-

panders, including blood transfusions,

glucose, and dextran have been used in

shock after myocardial infarction without

any remarkable, clear benefit. Some
workers, however, have claimed that some

benefit is derived with glucose or dextran

infusions, and others have advocated dex-

tran infusions with vasodilators. Plasma

volume expanders are used with the

rationale of attempting to compensate for

the peripheral pooling of blood which

occurs in shock. Central venous pressure

monitoring is essential if plasma volume

expanders are to be used since pulmonary

edema may be easily induced. It is not

definite, however, in shock following acute

myocardial infarction that the central

venous pressure will always rise adequate-

ly to warn of impending left ventricular

overload and subsequent pulmonary ede-

ma. Although acute plasma volume ex-

pansion has obvious potential danger, if

the central venous pressure is quite low

it may be helpful.

Inotropic Agents. Inotropic agents, pri-

marily isoproterenol (Isuprel®) and digi-

talis have been used with the idea of in-

creasing myocardial contractility and con-

sequently cardiac output in an attempt to

alleviate the shock of myocardial infarc-

tion.

Isoproterenol is in fairly widespread use

at this time. In addition to its beta adren-

ergic effect of inotropia, it also has a weak
alpha blocking effect which produces mild

vasodilation; this means that in contrast

to norepinephrine and metaraminol it

does not increase peripheral resistance and
may even mildly reduce it which, together

with the inotropic effect, theoretically in-

creases tissue flow. The disadvantages of

isoproterenol are that myocardial irrita-

bility is somewhat increased and the cardi-

ac rate usually rises, which produces an
increase in the myocardial oxygen re-

quirement without any significant in-

crease in coronary perfusion pressure.

There has not been any definite demon-
stration of the superiority of isoproterenol

over the vasopressors in the treatment of

shock after myocardial infarction. It may
be, however, that certain patients, espe-

cially those with markedly increased pe-

ripheral resistances, will benefit more from
isoproterenol than from the vasopressors.

Digitalis is frequently used in the treat-

ment of cardiogenic shock in an attempt to

increase cardiac output. Certainly very
few will disagree that digitalis is indi-

cated in myocardial infarction in the pres-

ence of congestive heart failure. Some ex-

perimental work has indicated that digi-

talis improves the cardiac output and
aortic pressure in myocardial infarction

with shock whether obvious congestive

heart failure is present or not. Digitalis

should probably be given to patients with

shock after myocardial infarction. Intra-

venous, quick-acting preparations such as

lanatoside-C (Cedilanid®) or ouabain

should be used.

Other Agents. Variable combinations

of inotropic and vasodilating agents, do-

pamine, and truly massive corticosteroid

dosages have been used, but not enough
information is available yet to judge their

effectiveness.

A Reasonable Therapeutic Program

On a more practical plane, the approach

to a patient with acute myocardial infarc-

tion who is mildly hypotensive and simu-
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lates shock, should include reassurance,

pain relief, oxygen, and maintenance of

the recumbent position which will fre-

quently alleviate the hypotension and

other features of the “shock” syndrome.

These patients are not in true shock as

rigidly defined above. At the same time, a

search should be made for obvious predis-

posing causes such as an arrhythmia or

over-sedation, and proper treatment

should be instituted. Hypotension after

excessive narcotic administration will fre-

quently respond to mild elevation of the

legs. If the patient does not respond to the

above measures and has all the features of

the shock syndrome which is not transient,

he should be treated as myocardial infarc-

tion with shock. The following table out-

lines a general policy of treatment which
is fairly representative of those in common
usage:

TABLE 3

Shock after myocardial infarction

—

a general policy of treatment.

1. Isuprel® infusion (unless BP is unobtainable).

2. If Isuprel is ineffective, or if BP is unobtain-

able, use Levophed®.

3. Intravenous ouabain or Cedilanid® if the above

is not promptly effective.

4. Plasma or dextran infusions until central ve-

nous pressure rises to around 13 cm of water

(obviously, a central venous catheter should be

in place) unless previous steps have reversed

the shock.

5. Sodium bicarbonate intravenously as needed

based on blood pH measurements if possible.

Probable Future Developments

Since the present management of shock

after myocardial infarction is so unsatis-

factory, many other methods are being ex-

plored. It is probable in the near future

that special units will be used for the

treatment of these patients, at least in re-

search centers, where whole arrays of

measurements can be made continuously

such as blood pressure, cardiac output,

peripheral vascular resistance, regional

blood flows, blood pH, Po 2 ,
Pco 2 ,

blood

lactate, etc. It may be possible to divide

these patients into fairly homogeneous
groups on the basis of their hemodynamics
and other characteristics and treat them
along different lines. The use of hyper-

baric oxygen is being investigated, and
much work is going into the study of

mechanical circulatory assistance which
some believe may maintain life long

enough for collateral flow to restore still

viable myocardium to a more effective

contractile state and, thereby, be of great

benefit in the treatment of these patients.
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Thromboembolism

• The recognition of pulmonary emboli depends upon the proper

use of diagnostic devices by a physician who is guided by a high

index of clinical suspicion.

'T'O reduce the mortality of cardiac dis-

ease and its complications is the pur-

pose of a coronary care unit. Statistical

analysis of mortality figures of coronary

care unit patients revealed an 8 percent

value attributed to thromboembolic catas-

trophies. However, an accurate assessment

of the incidence of this condition is impos-

sible, or at best compromised, because of

the protean clinical nature of embolism
and the acknowledged difficulties in the

clinical and postmortem diagnosis of this

condition. The majority of cases of em-
bolism are considered silent, ie, asympto-

matic. Hence, with this handicap, the true

incidence is speculative. Most appraisals

are based on autopsy surveys which are

also unreliable because of such factors as

dissection techniques, age, hospital popula-

tion, etc. For example, at the Peter Brent

Brigham Hospital, Smith performed post-

mortem studies in which one lung was
examined by the conventional dissection

technique and the other by employing

postmortem arteriography as a guide to

dissection. 1 By the latter means, the inci-

dence of emboli was increased four to five

times. Invariably, the emboli were multi-

ple and had a predilection for the lower

lobes. There is also a positive correlation

between age and the incidence of pul-

monary embolism. Cardiac patients, espe-

cially those complicated by congestive fail-

ure, have a higher incidence of pulmonary
embolism. Dalen and Dexter2 reported an

incidence as high as 30 to 48 percent.

Classification of Pulmonary Emboli

Pulmonary emboli arbitrarily are classi-

fied as massive or benign. A massive em-

* Doctor Baltz is instructor, Department of Med-
icine, Tulane University School of Medicine, New
Orleans.

HORACE J. BALTZ, MD*
New Orleans

bolus occludes 60 percent or more of the

pulmonary vasculature and hemo-dynam-
ically compromises the cardiac function

resulting in cor pulmonale, shock, and
death. A benign embolus, ie, one occluding

less than half the pulmonary vascular bed,

does not severely compromise cardiac

function. This is demonstrated at pneu-

monectomy.

Origin of Pulmonary Emboli

Emboli originate from two sources: pe-

ripherally from pelvic veins (ileofemoral

veins) and leg veins (deep saphenous) and
centrally from the right heart chambers.

The majority arise from distal thromboses

in the pelvis and legs. In autopsy studies

of patients with fatal pulmonary emboli

in which the peripheral veins were care-

fully dissected, the incidence of leg

thrombi ranged from 80 to 100 percent. 3

When a thrombus is located in the deep

calf veins, the clinician can often display

a discrepancy in calf size, tenderness of

the gastrocnemius muscle, a positive

Homan’s sign, or a palpable cord or throm-

bus. With such findings, the threat of

potential embolization is apparent. How-
ever, often such signs and symptoms of

peripheral phlebitis or thrombi are lack-

ing. In their series of fatal pulmonary
emboli with vein dissection, Sevitt and

Gallagher reported % of their cases had
no premortem symptoms suggestive of

phlebitis.4 Therefore, leg vein thrombi

remain the most common origin of pul-

monary emboli even when the legs are

clinically “negative.”

Clinical Manifestations

The clinical manifestations of emboliza-

tion vary. With less than massive emboli,

the patient may be asymptomatic. This is
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particularly so if the thrombus is of small

caliber, lodges in a peripheral vascular

ramification and compromises minimal
parenchyma. Yet, the thrombus may be of

sufficient magnitude to produce a myriad
of symptoms: abrupt hyperventilation,

anxiety, mild dyspnea, light-headedness,

weakness, sudden faintness, palpitation,

fever, or an unexplained tachycardia. If

pulmonary infarction results, the classic

pleuritic chest pain and hemoptysis may
present. However, these are late symp-
toms. Physical signs associated with less

than massive emboli may be nil or merely
the presence of localized rales and wheez-

es, an accentuation and splitting of the

second pulmonic heart sound, a pleuritic

friction rub, or transient jaundice. The
patient with a less than massive embolus
usually compensates for this insult and
recovers. The clinical appearance of a mas-
sive embolus is an emergent one. Suffoca-

tion, impending doom, chest pain, pro-

found dyspnea, tachypnea, falling blood

pressure, increasing respiratory rate, right-

sided heart failure, circulatory collapse,

and death evolve. Massive embolization

causes a physiologic chain reaction: the

pulmonary systolic pressure and the right

ventricular systolic pressure rise; the right

ventricle dilates; cor pulmonale develops;

the right ventricular end diastolic pressure

rises; correspondingly the right atrial and
central venous pressures rise; the cardiac

output falls; and circulatory collapse re-

sults. Hence, with such protean manifes-

tations a pulmonary embolus can be a per-

plexing diagnosis to establish clinically.

This is particularly apropos with patients

on a coronary care unit, for cardiac com-
plications—extension of thromboses, ar-

rhythmias, acute pulmonary edema, car-

diogenic shock, etc.—can mimic the clin-

ical signs and symptoms of pulmonary
emboli.

Diagnosis

To substantiate a diagnosis of an em-
bolic insult, the clinician utilizes conven-

tional laboratory aids. Hematologically,

pulmonary emboli produce a transient

leukocytosis seldom exceeding 15,000/ cu

mm. This is of little assistance, however,

in patients recovering from recent myocar-
dial infarctions, for commonly leukocy-

tosis accompanies myocardial damage. A
similar rationale applies to an elevated

sedimentation rate. At one time the triad

of 1) an increased lactic acid dehydro-
genase (LDH)

; 2) a normal serum glu-

tamic oxaloacetic transaminase (SGOT)

;

and 3) a transiently elevated bilirubin

was considered pathognomonic of a pul-

monary embolus. This triad is less reliable

in patients convalescing from recent myo-
cardial damage, because the serum enzyme
derangement also is associated with death

of cardiac muscle. A negative chest x-ray

film is of no value in confirming a sus-

pected pulmonary embolus. However, a

chest plate which is taken when the pa-

tient is suspected of having a pulmonary
embolus can be compared to a base line

film, and such comparison may reveal an

area of hyperlucency due to oligemia.

When the embolus is massive, the chest

x-ray film may reveal a distention of the

right heart border and a dilated right pul-

monary vascular trunk. When the right

pulmonary trunk measures greater than

15 mm in the female and 17 mm in the

male, it is considered enlarged. 5 Such en-

largement suggests increased pulmonary
pressure. When a pulmonary infarction is

present, the classic roentgenographic ap-

pearance confirms the embolic insult.

Electrocardiographically, the tracing

may be normal. Serial electrocardiograms

may expose a transient cor pulmonale

pattern, eg, clockwise rotation, right axis

deviation, a peaked atrial P wave in limb

leads II and III, a depression of junction

“J” and the ST segment over the lateral

precordial leads, and/or a myriad of

arrhythmias. Vectocardiographic analysis

will reveal the initial vector directed up-

ward and to the left producing a Q wave
in limb lead III and AVF and the terminal

vector directed upward posterolaterally

and to the right producing an S wave in

limb lead I. However, note that the major-

ity of cases cannot be diagnosed solely

from the electrocardiogram. The use of

radioactive pulmonary scanning and an-

giography are valuable aids in studying
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patients with uncomplicated pulmonary
emboli. However, these tests are contra-

indicated in cases complicated by recent

myocardial infarction. In summary, there-

fore, laboratory aids in substantiating a

diagnosis of pulmonary embolus are laden

with pitfalls, especially when applied to

cardiac cases.

Treatment

The treatment of thromboembolism is

primarily supportive, ie, oxygen, sedation,

narcotics, bronchodilators, vasopressors,

anticoagulants, sodium bicarbonate infu-

sions and antiarrhythmic drugs. Surgical

intervention, embolectomy or inferior vena
cava ligation, is contraindicated in myo-
cardial infarction patients for obvious rea-

sons. Therefore, the best approach to the

problem of thromboembolism is prophy-
laxis. This should include diligent nursing

care, frequent turning of the patient, ac-

tive and passive leg movements, wrapping
the legs with Ace bandages or using elas-

tic stockings, slightly elevating the foot

of the bed with a break at the knee, avoid-

ing constipation and straining at stool by
using stool softeners and laxatives, and

the use of anticoagulants.

Conclusion

In conclusion, without a pathognomonic

clinical sign or laboratory aid identifying

a pulmonary embolus, the clinician re-

mains armed primarily with a high index

of suspicion. This is his most formidable

weapon in his struggle to reduce the mor-

tality due to thromboemboli.
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Myocardial Rupture

• The author describes the three principal types ot myocardial

ruptures and gives indications of prognoses.

LESS than 5 percent of all patients with

myocardial infarction develop some

form of myocardial rupture. 1 There are

usually three areas where rupture seems

prone to occur, among which are rupture

through the ventricular wall, the interven-

tricular septum and the papillary muscle.

Rupture generally takes place between
the 4th and 17th days; the majority occur

about the 10th day. When perforation

through the left ventricular wall takes

place, producing a communication with

the pericardial cavity, usually rapid tam-

ponade and death ensue.

Perforation of Interventricular Septum

Perforation of the interventricular sep-

tum with consequent development of a

left to right shunt represents a serious

complication with a high mortality. In a

review of the literature by Sanders, et al,

involving 91 cases, only 13 percent sur-

vived two months or longer. 2 Generally,

after rupture there is rapid deterioration

of the patient’s general condition due to

impaired cardiac output and the left to

right shunt with the inevitable develop-

ment of pulmonary hypertension and

right-sided failure. This condition is easily

recognized by the presence of a thrill and

a holosystolic murmur at the left border

of the lower sternal area. Catheterization

study may easily demonstrate the effect

and the degree of shunt.

Dircoff and Rhodes reported recently one

surgically repaired case and found eight

others in the literature. 3 All nine survived

surgery. At surgery, the average size of

the perforation was 1.8 cm. Some were re-

* Dr. Gulotta is clinical associate professor,

Department of Medicine, LSU School of Medi-

cine, New Orleans.
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paired by suture and some by application

of a patch graft. Four patients died be-

tween one and eight months after surgery;

and five survived five months to two
years. Ventricular aneurysm in 37 percent

was an interesting finding. Sanders, Kern
and Blount, after reviewing 91 cases, rec-

ommend surgical repair if the patient

fails to respond to medical management. 2

Papillary Muscle Rupture

The third type of rupture is that of the

papillary muscle. Most often, there is in-

farction of the muscle without rupture;

however, the latter does produce a papil-

lary dysfunction. The dysfunction results

from failure of the papillary muscle to

contract while the remainder of the left

ventricle contracts. This causes slackening

of the chordae tendineae and eversion of

the valve leaflet into the auricle, thereby

producing an incompetent mitral valve

and a systolic murmur which is usually

transmitted to the left axilla.

Investigations by Phillips, Burch and

DePasquale indicate that the electrocardi-

ogram is often helpful in providing evi-

dence of papillary muscle infarction and

contributes to the diagnosis of dysfunc-

tion. 4 Usually, there is depression of junc-

tion J with convex upward deformity of

S-T and inversion of the T wave. When-
ever this change takes place in I, AVL, V5
and V6, it suggests involvement of the

anterolateral muscle. If the ECG changes

take place in II, III, AVF and VI through

V4, they suggest involvement of the pos-

teromedial muscle.

Rupture of the papillary muscle is a

serious complication. This produces a sud-

den development of a loud holosystolic

murmur which is followed by rapid de-
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terioration, severe congestive failure, and

death in a few hours or days. Sanders, et

al, in a review of 61 cases found a mor-

tality of 70 percent within 24 hours of ap-

parent papillary muscle rupture; and only

nine patients survived for more than two
months. 5 Like rupture of the interventric-

ular septum, the two are amenable to

surgical treatment, the latter by reimplan-

tation of the chordae tendineae or by exci-

sion of the mitral valve and replacement

with a prosthetic valve as reported by
Austen, et al.

6

Papillary muscle dysfunction is usually

not associated with the marked deteriora-

tion which is seen in papillary rupture.

There is usually no congestive failure;

and the murmur generally occurs late in

systole and is not pansystolic as in papil-

lary muscle rupture.
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Cdita'iial

AMA Policy in Regard to Osteopathy

The relationship between medicine and

osteopathy has been under discussion in

its various phases for many years. 1 At

the recent meeting of the House of Dele-

gates of the American Medical Association

in December of 1968, the statement of pol-

icy and recommendations in regard to

osteopathy were made which will be of

far-reaching importance.

In 1955 in Atlantic City, these matters

were considered in an extensive debate.

Again in Atlantic City in June, 1967, the

House of Delegates authorized the board

of trustees “to begin prompt negotiations

directed towards the beginning of convert-

ing the schools of osteopathy to schools of

medicine.”

At the annual convention in San Fran-

cisco in June of 1968, there was concern as

to what progress might have been made in

bringing about the conversion of schools

of osteopathy; and it was suggested that a

number of approaches be used. These

would include a multi-pronged plan to

bring about an eventual amalgamation of

osteopathy with medicine.

The report of the board of trustees of

December of 1968 (Report S C-68) makes
comments and recommendations along

these lines. The board stated that it was
now convinced that the possibility of con-

version is not promising, at least in the

immediate future.

It appeared that conditions under which

schools of osteopathy would consider the

possibility of conversion would be unac-

ceptable to medicine. Therefore, the board

recommended a statement of objectives

and methodology which can be used, it is

hoped, as guiding principles in a multi-

pronged plan to bring about eventual

amalgamation of medicine and osteopathy.

It is recognized that variations in the indi-

vidual states in respect to licensing and/or

other legal considerations will require in-

dividual responses to the general plans

outlined.
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EDITORIAL

The American Medical Association seeks

to:

1) assure the provision of the best pos-

sible health care to the American people;

2) make available to students and grad-

uates in osteopathy, education of the same

high standards as prevails in undergradu-

ate, graduate and continuing educational

programs in medicine; and

3) provide avenues whereby qualified

osteopaths may be assimilated into the

mainstream of medicine.

To achieve these objectives, recommen-

dations and suggestions are made affecting

the whole field. The AMA recommends
that each school of osteopathy improve its

teaching program by strengthening its fac-

ulty and improving its facilities and re-

sources; invites schools of osteopathy and

their accrediting agencies to consult with

the AMA and the Association of American

Medical Colleges; suggests that accredited

hospitals may accept qualified osteopaths

on medical staffs; suggests that medical

specialty boards may accept osteopaths for

examination if they have completed AMA-
approved internships and residency pro-

grams and have met other regular require-

ments; requests that as specialty boards

declare intent to permit examination of

osteopathic graduates, appropriate AMA-
approved residency programs be opened to

qualified osteopathic graduates; suggests

opening AMA-approved internships to

qualified osteopathic graduates; recom-

mends that determination of qualification

be made at the level of the medical staff,

the county medical society or the review

committees and boards having appropriate

jurisdiction; and suggests that AMA, state

and county societies and other affected or-

ganizations “may proceed to make such

constitution and bylaw changes as are nec-

essary to implement the foregoing.”

The House also “suggests that each

county and state medical society may
accept qualified osteopaths as active mem-
bers and thereby provide for their mem-
bership in the American Medical Associ-

ation” and instructed the Council on

Constitution and Bylaws to prepare “ap-

propriate bylaw amendments so that

qualified doctors of Osteopathy may be ad-

mitted to full active membership” in the

AMA.
The plans and hopes expressed in these

guiding principles would apply in those

states and to those individuals having “un-

limited license” to practice medicine and

surgery.

There were considerable debate and

concern about the term “qualified” with

reference to osteopaths. The committee

and the House felt that because of multi-

ple variations in local laws and customs,

the exact definition should not be at-

tempted; and as stated above, determina-

tion of qualification was a matter for the

medical staff, the county medical society,

and other bodies having appropriate juris-

diction.

It is obvious that the acceptance and
implementation of these ideas will be slow;

but eventually it will put opportunities for

improvement within the reach of many
where they are not available now.

1. Relations of Physicians and Osteopaths, edi-

torial, J Louisiana State Med Soc 111:271-273

(July) 1959.
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

ANNUAL MEETING
SOUTHEASTERN SURGICAL CONGRESS

The Southeastern Surgical Congress will hold its

37th annual meeting in New Orleans April 28-

May 1, 1969 at The Roosevelt Hotel. Programs,

and an invitation to attend this meeting, will be

sent by the Congress to all members of the Lou-

isiana State Medical Society. Dr. Isidore Cohn,

Jr., of New Orleans, is General Chairman of Ar-

rangements.

SUMMARY OF ACTIONS OF THE
HOUSE OF DELEGATES

AMERICAN MEDICAL ASSOCIATION
22ND CLINICAL CONVENTION
MIAMI BEACH, FLORIDA
DECEMBER 1-4, 1968

Discrimination in American Medical Association

membership because of color, creed, race, religion

or ethnic origin is clearly prohibited by a section

added to the Association’s bylaws by the House
of Delegates at the 22nd Clinical Convention.

A second amendment adopted in the bylaws

provides a mechanism for implementing the

prohibition in case of repeated violations.

In other, equally far-reaching actions, the

House directed the Council on Constitution and

Bylaws to prepare “appropriate Bylaw amend-
ments so that qualified Doctors of Osteopathy

may be admitted to full active membership in

the American Medical Association” and adopted

a Board of Trustees report providing a number
of significant avenues whereby “qualified osteo-

paths may be assimilated into the mainstream

of medicine.”

Those were only two of the forward steps taken

by the AMA House of Delegates during 10 hours

and 47 minutes of deliberations in convention at

Miami Beach.

Attendance at the House session went from a

low of 91% at the opening meeting (223 out of

242 delegates present) to a high of 99% (240 dele-

gates) at the Tuesday and Wednesday sessions

when actions were taken.

Ninety-four items of business were brought to

tY e attention of the House, including 22 reports

fr >m the Board of Trustees; one from the Joint

Conference Committee of AMA and Blue Shield;

four from the Council on Medical Service; three

from the Council on Medical Education; two

from the Council on Constitution and Bylaws;

ard 62 resolutions from state medical associa-

tic ns, scientific sections and individual delegates.

Of the 32 reports, 18 were adopted; three were

amended and adopted; eight were accepted for

information; one was amended and then ac-

cepted for information; one was approved; and
one was rejected. (The House did not pass the

Constitutional and Bylaw amendments that

would have enlarged the Board of Trustees to

16 members by giving the Vice President a vote

on the Board.)

Of the 62 resolutions, 12 were adopted; 19 were

amended and adopted; six were combined with one

or more others into substitute resolutions; three

were absorbed into other adopted resolutions; six

were referred to the Board or a Council; five were

rejected; six were replaced by substitute resolu-

tions; three were replaced by substitute resolu-

tions which were then amended; and two were

withdrawn before being sent to a Reference

Committee.

The following is a brief summary of actions

taken by the House.

Discrimination

The Council on Constitution and Bylaws pre-

sented wording for the anti-discrimination

amendments in response to the House’s wishes

expressed at the Annual Convention in June,

1968.

The over-all statement on discrimination wras

added as a new Section 3 of the bylaws, Chapter

I:

Section 3 — Discrimination in Membership

Membership in the American Medical Associa-

tion or in any of its constituent associations

shall not be denied or abridged on account of

color, creed, race, religion or ethnic origin.

Provision for disciplinary action w^as provided

by adding this sentence to Chapter XI, Section

11, (D) (7):

If the Council determines that the allegations

(of discrimination against physician appli-

cants for membership) are indeed true, it shall

admonish, censure or, in the event of repeated

violations, recommend to the House of Dele-

gates that the state association involved be de-

clared to be no longer a constituent member

of the American Medical Association.

Osteopathy

The House adopted a Board report stating these

objectives with respect to osteopaths:

To “assure the provision of the best possible

health care to the American people; make avail-
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able to students and graduates in osteopathy, ed-

ucation of the same high standards as prevail in

undergraduate, graduate and continuing educa-

tional programs in medicine; provide avenues

whereby qualified osteopaths may be assimilated

into the mainstream of medicine.”

To achieve those objectives, the AMA recom-

mends that each school of osteopathy improve

its teaching program by strengthening its faculty

and improving its facilities and resources; in-

vites schools of osteopathy and their accrediting

agencies to consult with the AMA and the Asso-

ciation of American Medical Colleges; suggests

that accredited hospitals may accept qualified

osteopaths on medical staffs; suggests that medi-

cal specialty boards may accept osteopaths for

examination if they have completed AMA-ap-
proved internships and residency programs and

have met other regular requirements; requests

that as specialty boards declare intent to per-

mit examination of osteopathic graduates, ap-

propriate AMA-approved programs be opened to

qualified osteopathic graduates; suggests opening

AMA-approved internships to qualified osteopathic

graduates; recommends that determination of

qualification be made at the level of the medical

staff, the county medical society or the review

committees and boards having appropriate juris-

diction; and suggests that AMA, state and county

societies and other affected organizations “may

proceed to make such constitution and bylaw

changes as are necessary to implement the fore-

going.”

The House also “suggests that each county and

state medical society may accept qualified osteo-

paths as active members and thereby provide for

their membership in the American Medical Asso-

ciation” and instructed the Council on Constitu-

tion and Bylaws to prepare “appropriate Bylaw

amendments so that qualified Doctors of Osteopa-

thy may be admitted to full active membership"

in the AMA.
Awards

J. Arnold Bargen, MD, of Riverside, California,

was chosen to receive the AMA Distinguished

Service Award, which will be presented at the

1969 Annual Convention.

John D. Rockefeller, HI, of New York, Chair-

man of the Board of the Rockefeller Foundation,

was selected to receive the Citation of a Lay-

man for Distinguished Service, also to be awarded

at the Annual Convention in July, 1969.

President’s Report

Dwight L. Wilbur, MD, President, told the

House that “Perhaps our greatest problem is

that, in many ways, we in America have tried too

hard and succeeded too well... We have pro-

gressed so far in so many areas that our people

are impatient with the realities of human limita-

tion. They are eager to instantly wipe out pover-

ty, eliminate ignorance, sweep away ill will and

violence, replace jealousies and hate with uni-

versal good will. Even the specter of death it-

self is by some considered a temporary and stub-

born spite to mankind that will be mastered as

soon as new organs are developed or transplanted

and new drugs are synthesized.”

President Wilbur listed five areas to which he

believes the medical profession should give its

greatest attention:

1. Making high-quality health care available for

everyone in America at as reasonable a cost as

possible.

2. Putting a rein on costs by avoiding hos-

pitalizing any patient unless absolutely neces-

sary; reducing the length of hospital stay to the

essential minimum; using extended care facilities,

nursing homes and home care services more
often; stimulating prepayment mechanisms on a

voluntary basis; supporting the principle of in-

come tax credits for health insurance; keeping

physicians’ charges on a basis of usual, custo-

mary and reasonable fees, with self-discipline and
peer review; and encouraging wider use of re-

liable automated laboratory procedures, passing

the cost benefits on to patients.

3. Developing more reasonable and more realis-

tic expectations by the public.

4. Unifying the medical profession and main-
taining constructive liaison with other groups.

5. Planning for an orderly and enhanced

future. “We must,” he said, “increasingly depend

on the Board of Trustees to lead in planning and
development for the future . . . As an association,

this is our greatest responsibility. The Board
must increasingly be an informed board of strate-

gy that looks ahead and advises the profession,

the government and the public regarding health

measures.”

The President closed his report by saying,

“We are immersed in an epoch of change. We
cannot hope to emerge from it as respected

leaders unless we guide the course of change . .

.

Our guidance in helping change all elements of

society that affect the people’s health in an or-

derly, balanced sequence is the price of our con-

tinued esteem as a profession and an organiza-

tion.”

Organ Transplants

The House adopted a statement on heart

transplantation which makes these five points:

1. The preservation of good medical practice

demands that the evolution of therapy be orderly.

“The staff of a hospital or medical center

planning to initiate such a program should have:

(1) adequate background in animal research so

that experience is gained as to the problems,

potentials and limitations of cardiac transplanta-

tion; (2) experience in immunosuppressive therapy

and an adequate source of antilymphocyte glob-

ulin of known quality; (3) a protocol of clinical

research adequate to follow and evaluate the

course of the patient.”
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2. Due regard for the welfare and safety of

each individual patient is paramount.

3. Heart transplantation has brought certain

medical, ethical and legal questions into critical

focus. “Paramount among them is the determi-

nation of death. The right of the prospective

donor to the best possible medical care—a right

which his potential role as organ donor must not

be allowed to abrogate—must remain sacred. The
growing ability of medical science to maintain

some form of biological function for prolonged

periods adds to the difficulty of defining the point

of irreversible dissolution.

“The cause of death must be evident and of an
irreversible type. The fact of death must be es-

tablished by adequate, current and acceptable

scientific evidence in the opinion of the physi-

cians making the determination. The determina-

tion of death in organ donors must be made by

no less than two physicians not associated with

the surgical team performing the transplant.”

4. The potential for heart transplantation,

whatever that may prove to be by subsequent

clinical experience, will be “severely limited by

the shortage of potential organ donors . . . Basic

research into the causes of heart disease and of

hypertensive vascular disease is ... of vital im-

portance, since the only ultimate solution to the

problem of heart disease lies in its prevention.”

5. “Human heart transplantation has been ac-

companied from the outset by a degree of public

awareness and attention almost without parallel

in medicine ... It is imperative, therefore, that

the public be made fully aware of the potentiali-

ties and limitations of heart transplantation as

those are currently understood and as that un-

derstanding is modified by subsequent experience

. . . Only by preserving public confidence in the

judgment of the physician, can the orderly pro-

gress of medicine be maintained.”

The House also approved the Uniform Anatom-

ical Gift Act and urged each state medical as-

sociation to give it careful consideration “with a

view to seeking its adoption in its state.” State

associations were urged to consider carefully the

provisions of the legislation and to make any

necessary changes to accommodate their needs.

The uniform act has been approved by the Amer-

ican Bar Association through the Liaison Com-

mittee to the ABA and the House supported co-

operative efforts by state medical associations

and state bar associations to secure prompt

adoption of the legislation.

Health Care Costs and Financing

Following its similar action at the 1968 Annual

Convention, the House again accepted for in-

formation the report of the Committee on Health

Care Financing pertaining to the use of federal

income tax credits for the purchase of health in-

surance and adopted a resolution that the AMA
“vigorously promote the enactment of federal

legislation which would translate the concept
of income tax credits for health insurance pre-

miums into law.”

The House asked the Board of Trustees to de-

vote sufficient staff, facilities and funds to de-

velop an “effective program for immediate and
on-going studies of health care costs” and to re-

port the status of the program at the 1969 An-
nual Convention. The Board also was requested

to expedite and expand existing programs and,

“where necessary, develop new programs for the

following purposes: (1) analysis of health care

costs and expenditure data developed and re-

ported by other sources; (2) definitions, reports

and explanations of the several major categories

of health care expenditures; and (3) dissemina-

tion of the data, findings and conclusions of such

studies to constituent medical societies, news
media and state and federal governmental au-

thorities.”

Recognizing that advertising and promotion of

new Blue Shield programs providing broader

benefits might be subject to misinterpretation by

the public, the House resolved that “any refer-

ences to ‘paid-in-full’ coverage clearly identify

those services which are indeed covered on a

‘paid-in-full’ basis and also identify the circum-

stances under which those services must be

rendered.”

In two other actions, the House called on “all

voluntary health insurance organizations to offer

re-instatement of all contracts which were can-

celled or converted because the insured indi-

vidual was over age 65 and eligible for” medicare;

and reaffirmed the AMA’s belief that “the concept

of voluntary health insurance is the most accepta-

ble means of financing health care when applied

in keeping with the principles of the American
Medical Association.”

Matters of Patient and Public Interest

The House adopted the Council on Medical

Education’s “‘Special Requirements for Resi-

dency Training in Family Practice” and resolved

that the AMA “affirm the importance of provid-

ing appropriate recognition for family physicians

through approval of a primary specialty board

for family practice and that the Council on

Medical Education be encouraged to continue its

efforts with the American Academy of General

Practice and the AMA Section on General Prac-

tice to achieve this goal.”

In other actions particularly aimed at patient

care and public well-being, the House:

. . . Accepted for information a report that a

portion of the Third National Congress on the

Socio-Economics of Health Care would be de-

voted to solo practice.

. . . Adopted a report on the AMA’s continuing

concern with obesity treatment.

. . . Adopted a report stating that the AMA has

proposed to the National Center for Health Sta-
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tistics a meeting among concerned groups to re-

view a revised certificate of live birth.

. . .Endorsed in principle the use of a multi-

purpose health record in providing medical exam-
inations for young people.

. . . Resolved that the AMA “again urge its

members to play a major role against cigarette

smoking” and that the AMA “take a strong stand

against smoking by every means at its com-
mand.”

. . . Noted reports by “experts in recognized

medical centers of new therapeutic uses of ‘old’

drugs which may be indicated in patients cur-

rently under the care of the physician” and re-

solved that the AMA discuss this problem with

the Commissioner of Food and Drugs in an

effort to enable the practicing physician to em-
ploy such new, life-saving therapy legally wrhen

indicated.

. . . Encouraged the American Association of

State Highway Officials and the Federal Highway
Administration to work toward the adoption of

the International System of Highway Signs

which avoids the use of language in order to

make the visits of foreigners to the United States

“as safe and pleasant as possible.”

. . . Urged constituent societies in those states

where existing laws do not permit minors to con-

sent to treatment for venereal and other com-

municable diseases “to seek the enactment of such

legislation.”

Education

The House adopted a report of the Board of

Trustees offering its comments (approval or sug-

gested amendments) on many of the recommenda-
tions of the Report of the Citizens Commission
on Graduate Medical Education. However, the

Board pointed out that “it is neither possible nor

desirable to make final recommendations ... at

this time on some of the more controversial por-

tions of the Report. These portions deserve fur-

ther careful study and deliberation by all con-

cerned individuals, institutions and organiza-

tions.”

A program for formal recognition by the AMA
of physicians who participate in continuing medi-

cal education was adopted, along with a pro-

posal to fund the recognition award.

“A physician may, upon request,” the report

said, “receive the recognition award at the

completion of three years of graduate training in

AMA-approved programs, or the equivalent in

research activity or in educational programs lead-

ing to further advanced degrees in medical

sciences.”

Funding will include a registration fee of $5

for each physician who wishes to participate. The

fee would cover the costs of printing, handling,

mailing and processing the correspondence and

certificates as well as the costs of initiating and

maintaining the record system. Each physician

would pay the registration fee only once in each

three-year period.

The House recommended that the Medical Ed-
ucation for National Defense program “be re-

instituted at the earliest possible date; direction

be the responsibility of the Department of De-
fense; adequate financial support be provided with

appropriate safeguards to assure that funds will

be used solely for the purposes of the program;
and that such support be allocated to the medi-

cal schools on the basis of program merit.”

And the House also encouraged the creation

of continuing high quality service-career physi-

cians “through specific support of existing medi-

cal school expansion to include selected, service

career-oriented students.”

Allied Health Personnel

The House agreed with the Council on Health

Manpower regarding the need for physician pre-

scription and supervision of all ancillary services

provided in the hospital by adopting a Board of

Trustees report on the utilization of paramedical

personnel. In adopting the report, the House
stated that “the medical staff should concern it-

self with contractual agreements between vari-

ous allied health professionals and the hospital

only insofar as, and to the extent that, such

agreements tended to remove the provision of an-

cillary services from the prescription and super-

vision of the physician.”

Another Board report adopted by the House,

based on findings of the Council on Health Man-
power, considered the phrase “related healing arts”

as used in the declaration of purpose in PL 89-749.

The report stated that “it is apparent that the

context in which this term is used offers assur-

ance that the patterns of medical practice in the

country will not be altered by PL 89-749.” Con-

sequently, the Council recommended “that any
definition of the term ‘related healing arts’

should be made at the state and local level be-

cause of the important variations in practice

within the country.”

The House adopted the Council on Medical Ed-
ucation’s revision of “Essentials of Approved
School of Medical Technology” and its “Essen-

tials of an Accredited School of Radiation Thera-

py Technology.”

In regard to nurses, the House resolved that

“state and county medical societies be encour-

aged to study the problems relating to nursing

education and to seek at the local level all avail-

able sources of financing support for hospital

nursing schools” and that the AMA “take appro-

priate action in consultation with professional

nurses’ associations and the American Hospital

Association to encourage increasing enrollment in

diploma schools.”

Medicine and the Government
The House accepted for information reports

of the Council on Medical Service regarding

neighborhood health centers under the Office of
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Economic Opportunity, Public Health Service and
Housing and Urban Development; and on Pro-

ject Headstart.

In addition, the following resolutions were
adopted by the House:

...That the AMA “seek to have Congress

phase out federal health care programs which
overlap and reduplicate Medicaid.”

. . . That PL 89-749 be amended to require that

“a substantial percentage” of executive boards

or councils “at all levels of planning, federal,

state and regional, both A and B agencies, be

actively practicing private physicians, nominated

by organized medicine.”

. . . That county and state medical associations,

through the AMA, supply when requested “the

names and biographical data of physicians who
are qualified, willing and able to accept appoint-

ment in government service, full or part time.”

. . . That the Board of Trustees “consider

sponsorship of periodic conferences or work-

shops on public affairs for the continuing educa-

tion and benefit of medical society leaders and

physicians throughout the nation.”

. . . That the AMA “exert every effort to bring

about the elimination of unnecessary documenta-

tion of medical services by the physician, hospital

and fiscal intermediary on Medicare and Medi-

caid patients.”

. . . That all school administrative bodies be en-

couraged to consult with “competent medical

authorities prior to initiating and conducting

programs involving any medical aspects funded

under the Elementary and Secondary School

Act.”

. . . That “physicians and their medical societies

should strive to attain the adoption of estab-

lished principles which are designed to provide

the people of this nation with the highest quali-

ty of medical care” and that all physicians be

reminded “that as free men and women they

have no obligation to accept employment and re-

muneration under any conditions other than

those arrived at by agreement between the physi-

cian and the recipient of his service.”

Mostly of Internal (AMA) Interest

State and county medical societies were urged

to establish uniform membership classifications

based on AMA membership categories described

in the bylaws.

The Board of Trustees was asked to consider

seriously recommending to the House that the

1978 Clinical Convention be held in Philadelphia

as a part of the bicentennial celebration of the

Declaration of Independence.

The House accepted for information a report

that the Council on Medical Service has reconsti-

tuled its committee structure to provide for com-

mittees on Health Care Financing; Government

Medical Services and Community Health Care.

A report on the AMA-ERF and a special finan-

cial report on the Institute for Biomedical Re-
search were adopted by the House, along with a

resolution that a liaison committee of 10 members
of the House “meet during the time of each con-

vention of the House, or more often if necessary,

with the President and Directors of the AMA-ERF
and the Director of the Institute for Biomedical
Research for review of current programs of the

AMA-ERF and consideration of suggestions for

broadening the base of support for the AMA-ERF,
and to report the results of such meetings to the

House at each convention.”

Dr. George W. Beadle, former President of the

University of Chicago, was introduced to the

House at the opening session, which took place

on the day Dr. Beadle assumed directorship of

the Institute.

A progress report on the management survey

of the AMA which is now under way was adopted
by the House. Also adopted was a resolution that

“the Board of Trustees be requested to continue

to observe closely the activities of the Division

of Public Affairs since this division is newly
formed with newly defined functions and activi-

ties; and . . . that the House of Delegates receive

in advance a comprehensive report on the man-
agement survey and its implementation from the

Board of Trustees prior to the next Annual
Meeting.”

The House recommended to the Board that “the

office of Executive Vice President be filled, if pos-

sible, by a Doctor of Medicine who is an active

member of the American Medical Association at

the time of his appointment and who possesses

the necessary managerial qualifications.”

The House resolved that “the Executive Vice

President prepare a report for the sessions of

the House of Delegates as frequently as neces-

sary but at least for each annual meeting and that

the report be submitted in written form and refer-

red to the appropriate Reference Committee” and
that he be prepared “to present a brief oral sum-
mary of his report on request of the House.”

Other resolutions adopted included these:

. . . That the Scientific Sections maintain re-

sponsible and responsive relations with all appro-

priate specialty societies.

. . . That the Board continue and expedite “its

present activities to study and search for solu-

tions to problems of medical professional liability.”

. . . That the AMA, through its representatives

on the JCAH, “take action to assure that accredi-

tation be granted only to those institutions where
the rights of the medical staff are not abrogated.”

. . . That every county and state medical society

initiate and maintain a “continuing program of

active liaison with students at medical schools

within their jurisdictions, preferably through

active functioning chapters of SAMA.”
. . . That the House go on record “favoring

exploration of” establishing more uniform reci-
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procuy arrangements among all states with

respect to physician licensing.

. . . That the AMA adopt the following defini-

tions and distribute them to all state medical

associations for their individual consideration and
guidance:

“ ‘Usual’ is defined as the ‘usual’ fee which is

charged for a given service by an individual phy-

sician in his personal practice (i.e., his own usual

fee) ; ‘Customary’ is defined as that range of

usual fees charged by physicians of similar train-

ing and experience for the same service within

a given specific limited geographic or socio-

economic area; ‘Reasonable’ is defined as a fee

which meets the above two criteria, or, in the

opinion of the responsible local medical associa-

tion’s review committee, is justifiable in the special

circumstances of the particular case in question.”

The House also resolved that “whenever these

terms are used in contracts or laws, that they be

specifically defined in those documents.”

Miscellaneous Actions or Reports

M. Louise C. Gloeckner, MD, delegate from
Pennsylvania and the only woman in the House
of Delegates, received a standing ovation and a

bouquet of roses from the House at its opening

session. She ended her service in the House with

this meeting.

Aubrey Gates, Executive Assistant in the office

of the Executive Vice President and former Direc-

tor of the Field Service Division, was extended

“recognition and commendation” by the House
in advance of his retirement in May, 1969.

A report on the Woman’s Auxiliary was given

to the House by Mrs. C. C. Long, President; one

on AMPAC was presented by Blair J. Hennings-

gaard, MD, AMPAC President; and Alvin J. In-

gram, MD, Secretary of the Board of Trustees,

reviewed the Association’s Annual Report from the

delegates’ handbook.

Memorial resolutions were adopted for L.

Howard Schriver, MD, Ohio; and W. Benson
Harer, MD, Pennsylvania.

Remarks of the Former Executive

Vice President

Following the adoption of three resolutions com-
mending F. J. L. Blasingame, MD, for his services

to the AMA as delegate, trustee and Executive

Vice President, Dr. Blasingame addressed the

House briefly at its opening session.

He called for a constitutional convention to

re-evaluate the working of the AMA to equip

it better for the “Herculean tasks” it faces, adding

that Ihe existing committee system is inadequate

for the work. “This is a time for action, clari-

fication and soul-searching for the AMA,” he said,

adding that the Association “can’t afford to be

concerned with internal bickering.”

Dr. Blasingame said several questions should be

asked by the AMA of itself, including these:

How can the organization discharge its primary

obligation as advocate of physician responsibility?

Is the organizational structure adequate to meet
the obligations of modern science? How can

priorities be established to help both the phy-

sician and the patient? How can a dichotomy be

avoided between the scientific and political aspects

of medicine?

By a vote of the House, Dr. Blasingame’s com-
plete remarks will be published in the Proceedings

of this Clinical Convention.

DR. RALPH RIGGS RECEIVES
MEDICAL SOCIETY AWARD

Dr. Ralph Riggs was named recipient of the

Distinguished Service Award by the Shreveport

Medical Society at its annual banquet recently.

Dr. Broox Garrett and other officers for the

coming year were installed at the banquet held

in the Officers Club at Barksdale Air Force Base.

Outgoing president was Dr. A. A. Bullock Jr.

Dr. Riggs, clinical professor of otolaryngology

at Louisiana State Medical School in Shreveport,

was not present at the banquet to accept the

award. He was in Miami Beach, Fla., attending

a meeting of the American Medical Association.

The award was the second high honor bestowed

on Dr. Riggs in 1968. In April, he received the

Axson-Choppin Memorial Award of 1968 from
the Louisiana Public Health Association.

An otorhinolaryngologist in private practice,

Dr. Riggs is past president of both the Shreve-

port and Louisiana State medical societies. He
is past president of the American Rhinologic So-

ciety and has served on the State Board of

Health as representative of the 4th District.

Dr. Riggs graduated from Tulane University

School of Medicine in 1928, and attended Cente-

nary College and Vanderbilt University. He was
among three Louisiana doctors who served as

instructors in nasal surgery at an international

medical session at the University of Leiden in

The Netherlands in 1963.

Dr. Joseph “Joe” E. Holoubek received the local

medical society’s Distinguished Service Award in

1967, and is active in all phases of state and local

medical circles.

POISON PREVENTION WEEK
In 1962, Congress designated the third week in

March for the Nationwide observance of Poison

Prevention Week. This year the dates will be

March 16-23, 1969.

Educational activities in the Greater New Or-

leans Metropolitan Area will be coordinated by

the New Orleans Poison Control Center, located

in the United States Public Health Service Hos-

pital, 210 State Street.

Also joining in the observance of National

Poison Prevention Week will be Louisiana’s other

three poison control centers: Bogalusa, Washing-

ton-St. Tammany Charity Hospital; Monroe, St.
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Francis Hospital; Shreveport, Schumpert Memorial

Hospital. All offer information services to physi-

cians on a 24-hour basis.

Other participants will be the Louisiana State

Medical Society, American College of Apothecaries,

Federal Food and Drug Administration, Louisiana

Congress of Parents and Teachers, Louisiana State

Department of Health, Louisiana State Nurses
Association, Louisiana State Pharmaceutical As-

sociation, LSU Extension Service, LSU Medical

School, Tulane Medical School and many local

organizations in other areas of the state.

MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

STANDING COMMITTEES
THE NEW ORLEANS GRADUATE

MEDICAL ASSEMBLY
March 10-13, 1969

Advertising and Publicity: Ralph M. Hartwell,

MD, chairman; Friedrichs H. Harris, MD, vice-

chairman.

Attendance: Vincent J. Derbes, MD, chairman;

Robert C. Lynch, MD, vice-chairman.

Badge: Warren H. Hebert, MD, chairman; James
M. Todd, Jr., MD, vice-chairman.

Constitution and By-Laws: Woodard D.

Beacham, MD, chairman; H. Ashton Thomas,
MD, vice-chairman.

Finance: Mannie D. Paine, Jr., MD, chairman;

Louis A. Monte, MD, vice-chairman.

Halls and Screens: Stanton L. Middleton, MD,
chairman; Edward J. Joubert, Jr., MD, vice-chair-

man.

Hospitals: William Charles Miller, MD, chair-

man; J. Ralph Meier, MD, vice-chairman.

Hotels: A. N. Houston, MD, chairman; Jason

H. Collins, MD, vice-chairman.

Medical Motion Pictures: Frederick F. Boyce,

MD, chairman; Daniel W. Hayes, MD, vice-chair-

man.
Printing: L. Sidney Charbonnet, Jr., MD, chair-

man; J. O. Weilbaecher, Jr., MD, vice-chairman.

Reception: Eugene H. Countiss, MD, chairman;

J. Kelly Stone, MD, vice-chairman.

Registration: Val H. Fuchs, MD, chairman;
Patrick H. Hanley, MD, vice-chairman.

Round-table Luncheons: Louis A. Monte, MD,
chairman; Elmo J. Cerise, MD, vice-chairman.

Technical Exhibits: N. Leon Hart, MD, chair-

man; Frank S. Oser, Jr., MD, vice-chairman.

Telephone and Transportation: Edward W. Nel-

son, MD, Chairman; George W. Hoffman, MD,
vice-chairman.

THIRTY-SECOND ANNUAL MEETING
THE NEW ORLEANS GRADUATE

MEDICAL ASSEMBLY

The 32nd Annual Meeting of The New Orleans

Graduate Medical Assembly will be held March
10, 11, 12, 13, 1969, with headquarters at The
Roosevelt Hotel.

Nineteen outstanding guest speakers will par-

ticipate, and their presentations will be of interest

to both specialists and general practitioners. The
program will include 50 informative discussions

on many topics of current medical interest, in

addition to a clinicopathologic conference, medi-

cal motion pictures, roundtable luncheons, and
technical exhibits. This program is acceptable for

3V2 prescribed hours and 28 elective hours by the

American Academy of General Practice.

An interesting and enjoyable program of enter-

tainment for visiting ladies has been planned.
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LARGEST TURNOUT FOR
PLASTIC SURGEONS EVER

IN NEW ORLEANS
The American Society of Plastic and Recon-

stx active Surgeons held its most successful and

largest annual meeting in New Orleans on October

27-30. As a result, more than 1500 attended which

included members, their wives, guests and exhibi-

tors during the four-day meeting and social func-

tions. At the 37th Annual Meeting there were over

73 papers presented at the scientific sessions; 3

educational forums; 4 renowned guest speakers;

and, 8 medical movies that were shown during 2

evenings.

Plastic surgeons from foreign countries attended

the meeting as guests representing such coun-

tries as Great Britain, South Africa, Scotland,

France, Israel, Australia, and Sweden.

The early-morning educational sessions were

some of the most popular sessions covering man-
agement of clefts of the hard palate; reduction

mammoplasty; and, hand reconstruction.

Dr. T. Ray Broadbent of Salt Lake City was
elected president of the American Society of

Plastic and Reconstructive Surgeons. He succeeds

Dr. Francis X. Paletta of St. Louis, who is one of

the country’s leading plastic surgeons and an

authority on cancer research and treatment.

Dr. Paul P. Pickering of San Diego was named
president-elect, while Dr. Stephen R. Lewis of

Galveston was elected vice-president. The newly

elected officers will remain in their capacity until

the 38th Annual Meeting which is to be held in

St. Louis next fall.

AAJP APPROVES SELF-
ASSESSMENT PROGRAM

A self-assessment program for pediatricians has

been approved by the American Academy of

Pediatrics.

The program, endorsed by the AAPs Executive

Board at its recent meeting in Evanston, and

announced in the Nov. 15 Academy Newsletter,

will enable the pediatrician to assess his own
medical knowledge through a self-scored examina-

tion. He can further keep abreast of advancing

developments in pediatrics through periodic re-

examination.

Four basic considerations will be followed in

developing the self-assessment program. These

are: 1) it should be a learning experience; 2) the

examination should be self-scored; 3) the examina-

tion should be repeated at 3 to 5 year intervals;

and 4) continuing evaluation of the content of the

examination should be done.

Major fields to be covered wall include genetics

and hematology, preventive medicine and com-

munity health, immunology, cardiology and pul-

monary diseases, renal disease, neurology, growth

and development, psychology and perceptual prob-

lems, infectious diseases, GI diseases, newborn and

premature, and metabolism and endocrinology.

The academy is appointing a committee to for-

mulate questions and develop the basic structure

for each area of the examination. It will be at

least a year to 18 months before the first examina-

tion is available.

AMERICAN COLLEGE OF SURGEONS

Announcement of the 1969 Alfred A. Richman
Essay Contest was made on October 30 by the

American College of Chest Physicians. The annual

contest offers undergraduate medical students

throughout the world the opportunity to submit

in open competition manuscripts on any phase of

the diagnosis and treatment of cardiovascular or

pulmonary disease.

Research or review articles relating to the

diagnosis or treatment of cardiovascular or pul-

monary disease are acceptable. In accord with the

rules of the contest, preceptors are at liberty to

assist the student in selecting a suitable subject

and guide him in the preparation of his essay.

Three cash prizes totaling $1,000 are awarded
annually. The first prize will be $5000; second

prize, $300, and third prize, $200. Each winner will

also receive a certificate of merit. A trophy in-

scribed with the name of the winner and the name
cf his school wall be presented to the winner’s

school.

Announcements to the winners will be made
following the decision of the judges at the interim

meeting of the college, in July; and, subsequently,

awards will be presented at the annual meeting

of the college in October.

The official application form may be secured by
writing Essay Contest, American College of Chest

Physicians, 112 East Chestnut Street, Chicago,

Illinois 60611, USA.

SEN. NELSON AND FDA COMMISSIONER LEY
TO ADDRESS NAPMs MIDYEAR MEETING

United States Senator Gaylord Nelson (D-Wis.)

and Food and Drug Administration Commissioner

Doctor Herbert Ley will address the National

Association of Pharmaceutical Manufacturers

(NAPM) during the midwinter Washington meet-

ing January 29 and 30, 1969.

Also speaking to the drug-makers will be Alfred

Barnard, director of FDAs Bureau of Regulatory

Compliance; Ben Gaynes, Jr., vice-president of

Clark-Dodge Co., a New York based investment

and stockbrokerage firm; noted FDA lawyers

Vincent Kleinfeld and Milton Bass; and Advertis-

ing Age Vice-president and Washington Bureau

Chief Stanley Cohen.

The meeting will be held at the Mayflower

Hotel.

POSTGRADUATE COURSE IN PEDIATRICS

The annual Postgraduate Course in Pediatrics

of the University of Texas Medical Branch will be
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held in Galveston, March 13 and 14, 1969. The
course will emphasize practical pediatrics with

guest lecturers, Jerold F. Lucey, MD, professor

of pediatrics, University of Vermont; and W.
Hugh Missildine, MD, associate professor of

pediatrics and psychiatry, Ohio State University.

Round table discussions with faculty members of

the University of Texas Medical Branch will cover

problems in pediatric cardiology, fluid balance,

metabolism, ophthalmology and orthopedics.

Registration fee will be $25. There will be no

charge for interns, residents or military physicians.

Further information will be furnished by M. M.

Nichols, MD, chairman, Pediatric Postgraduate

Committee, University of Texas Medical Branch,

Galveston, Texas 77550.

BOOK REVIEWS
A Guide for Authors, Manuscript, Proof and Illus-

tration; by John Fuller Thomas. Charles C
Thomas, Springfield, Illinois, 1968, pp 87, $3.

This work is a second edition of the original

book by Payne E. L. Thomas. The preface states

“The object of these guides and suggestions is to

provide definite procedures for the preparation

and handling of manuscript, proof and illustra-

tion.” In the first edition the book was divided

into two parts; the first consisted of a discussion

of the manuscript and proof, while the second

part covered illustrations. The second edition is

divided into ten chapters with chapters two to

seven covering the preparation and presentations

of illustrative material. The remainder of the

book is devoted to considerations in writing, the

final draft, proof, indexing and book revision. The
arrangement of the second edition is much better.

The entire work emphasizes the physical prepa-

ration of the manuscript, its presentation to the

printer, and the reading and checking of the

proof. There is very little emphasis given to the

importance of documentation. The text sticks to

the objective of the book as stated in the preface.

The advice covering the preparation of the final

drafts and the reading of the proof is very good.

The final chapter on book revision is almost too

brief. It would have been better if more attention

had been given to this subject. It is a good re-

view of the mechanical problems faced by all

authors in preparing a manuscript for the pub-

lishers.

William D. Postell

Heredity, Disease, and Man: Genetics in Medicine
;

by Alan E. H. Emery. University of California

Press, Los Angeles, 1968, pp 247, $6.95.

The sociological and historical setting of char-

acteristic phenotypes and observed patterns of

inheritance 6,000 years ago provide an intriguing

beginning to this book. High points in the his-

torical development of genetic concepts are out-

lined. Gregor Mendel’s classic plant breeding ex-

periments are described in detail as a means of

presenting to the reader basic laws of heredity.

The author states in the preface that he as-

sumes the reader has little knowledge of genetics

and that he “hopes to provide material which

might be found useful for high school and college

graduates majoring in scientific fields and to

practicing physicians.” This goal is achieved to

a limited extent.

The 60 page chapter on chromosomes and

chromosome abnormalities is clearly written from

the technical viewpoint and in medical applica-

tions as well. His discussion of inheritance in

families and construction of pedigree charts con-

tain much useful information. Often chapters, by
contrast, include a superficial treatment of de-

velopmental genetics, population genetics, phar-

macogenetics, the effects of radiation, and the

chemical structure of chromosomes and their

components. Two additional chapters are devoted

to human disease thought to be of genetic eti-

ology, and the role of the physician in genetic

counseling.

As so often occurs in survey type material,

oversimplification and summary invite miscon-

ceptions and error. In spite of a reasonably good

glossary and an interestingly written text, the

concentration of technical material is so excessive

that the book is almost unreadable without sig-

nificant prior knowledge of genetics. Its one real

virtue is in the well chosen lists of “Suggested

Readings” at the close of the chapters. The serious

student will do better to select from these in his

appropriate area of interest.

Ruth S. Hoffman, MD

PUBLICATIONS RECEIVED

Doubleday & Company, N. Y. : Spare-Part Sur-

gery, by Donald Longmore.

The C. V. Mosby Co., St. Louis: The Care of the

Rheumatoid Hand, by Adrian E. Flatt, MD (2nd

ed.).

W. B. Saunders Co., Phila.: Instructions for

Patients, by H. Winter Griffith, MD.

Waverly Press, Inc., Balt.: Rehabilitation and
Medicine, edited by Sidney Licht, MD.

The Williams & Wilkins Co., Balt.: Child Health

in the Tropics, edited by D. B. Jelliffe, MD.
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Septicemia Caused by Edwardsiella tarda

• The authors report the isolation of E. tarda from the blood of a

patient with pancytopenia. They are aware of only one previous

case in which E. tarda was isolated antemortem from the blood.

DWARDSIELLA TARDA was sug-

gested as a new genus to be included in

the family of Enterobacteriaceae in 1965

by Ewing and associates. 1 This classifica-

tion has been accepted and, at present, an

increasing number of diagnostic centers

are reporting isolates of this gram-nega-

tive microorganism. The purpose of this

paper is to report the isolation of E. tarda

from the blood of a patient with pancy-

topenia. We are aware of only one previ-

ous case in which E. tarda has been iso-

lated antemortem from the blood. This

isolate was from a newborn with E. tarda

meningitis. 2

Report of Case

An 83-year-old white male gardener had been

asymptomatic until three weeks prior to admis-

sion, when he was treated by his private physician

for atrial flutter and congestive heart failure. On
May 14, 1968, he was admitted to the Ochsner

Foundation Hospital for cardioversion after drug

therapy had failed to correct the arrhythmia.

Physical examination on admission revealed

numerous petechiae over the lower portion of the

body. Laboratory studies were within normal

limits with the exception of a platelet count of

58,000 on May 15, 1968, which rose to 245,000 on

* Infectious Disease Consultant, Ochsner Clinic

and Ochsner Foundation Hospital, New Orleans,

f Senior, LSU School of Medicine, New Orleans.

Reprint requests to Alton Ochsner Medical

Foundation, 1514 Jefferson Highway, New Or-

leans, La. 70121.

GEORGE A. PANKEY, MD*
MICHAEL B. SESHULf

New Orleans

May 20, 1968. An electrocardiogram revealed

atrial flutter and evidence of old anterior myo-
cardial infarction.

On May 17, 1968, the patient underwent a suc-

cessful cardioversion in which a normal sinus

rhythm was achieved and maintained. He was
discharged on diphenylhydantoin, 100 mg t.i.d.,

and procainamide, 250 mg q.i.d.

The patient was not seen again until about

two months later on the night of July 7, 1968,

when he was admitted with a one-day history of

fever, weakness, and pain in the left hip following

a fall. Physical examination revealed a cachectic

chronically ill-appearing man in no apparent

acute distress with ecchymotic areas scattered

over his body. His temperature was 101.4° F.

;

pulse was 92; and blood pressure was 92/30. Lab-
oratory results were: hemoglobin, 8.8 gm percent;

hematocrit, 24 percent; white blood cell count,

800 per cu mm; and decreased platelets were
noted on the peripheral blood smear.

It was thought that he had a pancytopenia

associated with septicemia and, after three blood

cultures which were obtained at 15 minute in-

tervals, he was given therapy including one unit

of packed red blood cells and 1 gram of cephal-

othin intravenously. Despite therapy, he died

nine hours after admission. Hemolytic Staphylo-

coccus aureus, coagulase positive, Pseudomonas
species, and E. tarda were all cultured from each

of the three blood specimens. The combined num-
ber of colonies per milliliter of blood ranged from
3 to 27, and were grown initially in the routinely

used trypticase soy broth and agar pour plates.

An autopsy was performed which revealed

focal hemorrhages involving the subcutaneous tis-

sues, pericardium, renal pelvis, urinary bladder,

and myocardium, and congestion of the lungs.

The spleen and lymph nodes revealed no patholo-
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gy. It was thought that the patient had died of

cardiovascular collapse with terminal progres-

sive hypotension secondary to septicemia. Heart

blood removed at autopsy was cultured and

EdwarcLsiella tarda, Eschericia coli, and Staphy-

lococcus aureus were all isolated with the number
of colonies being too numerous to count. Identi-

fication of the E. tarda isolate was confirmed by

the Louisiana State Public Health laboratory.

The biochemical reaction results were compared
with those obtained with other gram-negative

bacilli including Ewing’s E. tarda.z These are

shown in the table. In addition, the isolate from

the patient failed to agglutinate with Salmonella

and Bethesda-Ballerup polyvalent typing sera.

The E. tarda isolate from the blood of our

patient was subjected to in vitro susceptibility

testing using antimicrobial impregnated discs. It

was found to be susceptible to ampicillin, cepha-

lothin, cephaloridine, erythromycin, kanamycin,

nalidixic acid, penicillin G, tetracycline, and

streptomycin. It was found to be resistant to

colistimethate, cloxacillin, and methicillin.

Discussion

It is presumed that this patient’s pancy-

topenia predisposed him to septicemia with

Staphylococcus aureus, Pseudomonas, and
E. tarda. It cannot be proved that E. tarda

was the primary or chief pathogenic bac-

terium in this patient. Nevertheless, E.

tarda was isolated three times antemortem
and one time postmortem from his blood,

so that it is not likely to have been a con-

taminant. There are only six previously

reported instances of isolation of E. tarda

from human blood and in only one of

these was an isolation antemortem. 2

E. tarda was first reported in 1962 by
Sakazaki, 4 under the name of the “Asaku-

sa Group,” and subsequently, in 1964 by
King and Adler, 5 using the name of “Bar-

tholomew Group.” Both of these group

names have been discarded in favor of E.

tarda.

Sakazaki4 obtained his original isolates

from snakes. King and Adler5 reported 256

E. tarda isolates, with 248 from snake

feces, 2 from seal intestinal contents (ob-

tained at autopsy following a febrile

course and death), and 5 from the stools

of human patients with acute gastroenter-

itis. Wallace, et al,
6 isolated E. tarda from

a sea lion and two alligators, all at autopsy.

Bhat, et al,
7 in a three year study of diar-

rhea in children in India found that out of

832 children, E. tarda was isolated from
only 4. The authors concluded that E.

tarda is found only infrequently in man,
but they suggested that the organism
should be specifically looked for in cases

of diarrhea to determine its etiologic role,

particularly when the major intestinal

pathogens are not isolated.

There are several groups of authors that

have presented specific cases of infection

in human beings in which E. tarda was
implicated. Among the first were King
and Adler, 5 who isolated the organism
from the feces of a patient hospitalized

with enteric fever and an acute gastro-

enteritis. Fields, et al,
8 reported an 89-

year-old man with a “sore on the dorsum
of the foot” from which E. tarda was
cultured three times. No distinguishing

characteristics of the infection were noted.

Edwardsiella tarda has been implicated as

the etiologic agent of a post-traumatic

subgaleal abscess. 9 Sonnenwirth and Kal-
lus10 reported a female patient with lupus

erythematosus and thrombocytopenia
maintained on adrenal corticosteroids who
developed meningitis and died. Antemor-
tem cerebrospinal fluid cultures along
with postmortem brain swab and heart

blood grew E. tarda.

Chatty and Gavan11 demonstrated ele-

vated serum antibody titers to H and O
antigens of E. tarda in a patient with diar-

rhea from whom E. tarda was isolated

from the stool, suggesting an etiologic role

in enteritis. Their scheme for the differen-

tiation of lactose nonfermenting hydrogen
sulfide producing Enterohacteriaceae in-

cludes inoculation into arginine dehydro-

lase broth. Edwardsiella tarda gives a

negative reaction whereas Salmonella,

Arizona, and Citrobacter species all give

a delayed positive reaction.

Most isolates of E. tarda reported in the

literature have come from stool specimens.

This parallels the experience at the Ochs-

ner Clinic and Ochsner Foundation Hos-

pital. E. tarda was isolated from the stools

of 20 patients from January, 1967, through

July 30, 1968. Nine of the patients were
from Central or South America and the

remainder were from Florida, Louisiana or
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Mississippi. Only four of these patients

had any gastrointestinal symptoms. Ed-

wardsiella tarda was isolated once from

bronchial secretions.

Summary

An 83-year-old debilitated man died

with pancytopenia and septicemia. Ed-

wardsiella tarda was cultured from the

blood on three occasions antemortem and

once postmortem along with several other

species of bacteria. It is thought that E.

tarda may have contributed to this pa-

tient’s death, but it is an infrequent cause

of disease in man.
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Generic and Trade Names of Drugs

Diphenylhydantoin—Danten®
,
Dihycon®

,

Dilantin®, Ekko®, Mebroin®, Phelantin®

Procainamide Hydrochloride—Pronestyl®

Cephalothin Sodium—Keflin®

TABLE

BIOCHEMICAL REACTIONS OF VARIOUS GRAM-NEGATIVE BACILLI.

Test or substrate

Isolate

from
Patient

A. P.
E.

tarda

(Ewing) Arizona

Citrobacter

o
o

N P.

vulgaris

P.

mirabilis

Salmonella

Indole + + — — + + — —
Methyl Red + + + + + + + +
Voyes-Proskauer —

‘^VVTi 1B x'—,; HH — — -
Simmon’s Citrate — '

•• + + — d d +
H2S (TSI agar) + + + + — + + +
Urease — — d — + + —
Motility + + + + + or — + + +
Lysine decarboxylase + + + — d - +
Gas from glucose + + + + + + + +
Lactose — d d + — —
Sucrose — |

'

d d + ( + ) or + -
Mannitol — + + + — — +
Salicin — liigga! — —

•

d d ( + )
—

Adonitol —
< •'v

1

~ — —
i — —

Ornithine decarboxylase * + + — or+ d -
*- + +

+ positive within one or two days’ incubation
— no reaction

( + ) positive reaction after 3 or more days

+ or — majority of strains positive, occasional cultures negative

— or + majority of cultures negative, occasional strains positive

( + ) or + majority of reactions delayed, some occur within 1 or 2 days

d different reactions: + ( + )
—

* not done

February, 1969—Vol. 121, No. 2 43



Management of Patients with Transient

Focal Cerebral Ischemia

• The authors discuss the sequence of vascular changes related to

transient focal cerebral ischemic processes and advise under what

conditions surgery should be undertaken.

T RANSIENT cerebral ischemic attacks,

or transient strokes, are brief episodes

of neurologic dysfunctions which are

caused by temporary focal cerebral isch-

emia. These episodes usually last only

minutes but occasionally may persist for

as long as 24 hours. 1 The attack may be re-

current, but it is not uncommon for a pa-

tient to describe only one or two such

episodes. It is not known how many of

these patients subsequently develop per-

manent paralysis, but patients presenting

with persistent neurologic deficits from

cerebral ischemia (ie, a fully developed

“stroke”) frequently (80 percent) give a

history of transient episodes of neurologic

dysfunction suggesting cerebral ischemic

attacks.

Mechanisms

Episodes of transient cerebral ischemia

are produced by atherosclerotic stenosis of

the carotid vessels of a degree that will

cause decreased blood flow through the

brain or by small thrombi which form on

the atherosclerotic plaques and embolize

into the intracerebral vessels. In addition,

a redundant internal carotid artery may
become kinked with resultant decreased

cerebral blood flow when the head is

turned in different positions.

Diagnosis

A diagnosis of transient cerebral isch-

emia depends primarily on the history. The

* 4324 Veterans Memorial Highway, Metairie,

Louisiana 70002.

1 1800 Jefferson Highway, New Orleans, Louisi-

ana 70121.

RICARDO DEL REAL, MD*
ALTON OCHSNER, JR., MDf

New Orleans

symptoms that are produced by the in-

volvement of the internal carotid and mid-

dle cerebral circulation are contralateral

motor or sensory deficits and also ipsilat-

eral monocular visual disturbances 2 when
the circulatory obstruction is proximal to

the origin of the ophthalmic artery from
the internal carotid artery. Dysphasia and
aphasia may develop if the dominant hem-
isphere is involved. 3 Some of the present-

ing complaints are those of dizziness, un-

steadiness of gait, and the inability to

think clearly. Systolic bruits in the neck
are important clues to the presence of

stenosis of the arteries supplying the

brain.

Ophthalmodynamometry, when it is

done by an experienced person, is a help-

ful screening test. This procedure indirect-

ly measures the pressures in the retinal

artery, which in the presence of a patent

ophthalmic artery, reflects the blood pres-

sure in the intracranial internal carotid

artery. A 30 percent difference in systolic

pressure in the retinal arteries of the two
eyes or a decrease in diastolic pressure to

less than 50 percent of the systemic dia-

stolic blood pressure indicates significant

impairment of blood flow through the in-

ternal carotid artery on that side. Negative

ophthalmodynamometry does not always

rule out a high degree of arterial stenosis,

but in its presence an adequate collateral

circulation through the circle of Willis is

reflected.

Arteriography is the most effective

means of diagnosing extracranial occlusive

arterial disease. The technique which is

employed (arch aortography, carotid, or
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subclavian arteriography) varies with

each patient. It is as important to visualize

the intracranial as well as the extracranial

vessels. Anomalies of the circle of Willis

and coexistent intracerebral lesions must
be recognized.

Indications for Surgery

Patients should be considered for sur-

gery when they have:

1) arteriographic evidence of greater

than 50 percent obstruction of an innomi-

nate or extracranial internal carotid artery;

2) irregular plaques which may be sites

of deposition platelet thrombi that may
subsequently embolize to the cerebral ves-

sels; or

3) marked redundancy with kinking of

an internal carotid artery.4

The actual degree of obstruction is al-

ways greater than the arteriographic ap-

pearance, so if the lumen of the artery ap-

pears to be 2 mm or less on an arterio-

gram, immediate surgery should be done

in order to prevent thrombosis of the arte-

ry. Patients with bilateral lesions should

have the worse or the symptomatic side

reconstructed first. The contralateral side

should be opened up several weeks later

because if this is not done, it may throm-

bose and defeat the purpose of the first

operation.

The patient with the acutely progressing

or complete “stroke” should not be evalu-

ated by arteriography or considered for

reconstructive surgery until his condition

is stable. Experience has shown that in-

creasing the cerebral blood flow and pres-

sure in such patients frequently precipi-

tates a fatal cerebral hemorrhage. 5

Contraindications for Surgery

Carotid endarterectomy should not be

carried out if arteriography shows exten-

sive intracranial disease. Surgery is con-

traindicated for a completely occluded

artery of more than two weeks’ duration.

It is relatively unwise to operate on poor

risk patients with severe cardiac disease.

Anticoagulant therapy has not been as

helpful as arterial surgery in the control of

transient cerebral ischemic attacks, but

this may be of some benefit in the man-
agement of the patients in whom surgery

is contraindicated; they should be used

only in the absence of liver disease, bleed-

ing diathesis, or hypertension. Anticoagu-

lants may reduce the incidence of platelet

thrombi forming on an atherosclerotic

plaque.
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Rhinoplasty Following Repeated

Nasal Fractures

• The author considers that septoplasty (submucous resection) had

best be undertaken separately from rhinoplasty and reports encour-

aging results with this pattern of care.

WILLIAM J. POLLOCK, MD*
New Orleans

RHINOPLASTY has become a rather

standardized operation in the arma-

mentarium of the plastic surgeon. In ac-

tual practice, the vast majority of patients

receiving this operation have a develop-

mental deformity of the nose consisting of

an exaggerated nasal hump and a lowered

nasal tip. They consult a plastic surgeon

because they desire cosmetic improve-

ment of this situation. To these patients

the esthetic results of rhinoplasty have

been most gratifying.

* Doctor Pollock is assistant professor of Sur-

gery (Plastic), Tulane University School of Medi-

cine, 1430 Tulane Avenue, New Orleans, La. 70112.

Group Presents Challenge

There remains, however, another group

of patients for whom the operation is per-

formed, and these patients, while relative-

ly few in number, present a very real

reconstructive challenge. In this group are

those patients who have received repeated

trauma to the nose resulting in deformity

of the bony bridge, cartilaginous tip, and
septal framework. They are usually males

who have had their noses fractured two,

three, or four times without ever seeking

medical attention. They present a chief

complaint of difficulty in breathing

through the nose, and most are unaware

Pig 1. Preoperative and postoperative photographs of patient with history of two previous nasal fractures.

Chief complaint was nasal obstruction on the right side. Patient was treated by SMR followed by rhino-

plasty eight weeks later.
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that their appearance can be significantly

improved by rhinoplasty. Thus, in most
cases, we are dealing with a fairly well

adjusted young male who is not overly

concerned with his body image, who has

an acquired facial deformity, and a

straightforward functional complaint.

Primary Effort

In treating these patients, the plastic

surgeon must direct his primary effort to-

ward the relief of complaints and the res-

toration of the functional integrity of the

nose. Relief of obstructive symptoms by

submucous resection of a portion of the

septum or by septoplasty does not appre-

ciably alter the widened and usually an-

gulated appearance of the nose. Only
rhinoplasty can correct this.

Procedures

In general, submucous resection or sep-

toplasty can be and often is done together

with rhinoplasty at the same operation.

However, in this particular group of pa-

tients the septal deviation is often severe,

and a truly adequate resection of the sep-

tum requires removal of a portion of the

perpendicular plate of the ethmoid. Frac-

ture of the perpendicular plate of the eth-

moid may result in a downward displace-

ment of the remaining septal framework
if lateral nasal osteotomy follows at the

same operation. Thus in most of these

patients, better judgment dictates that the

submucous resection be done at one opera-

tion and the rhinoplasty be done six to

eight weeks later as a separate procedure.

During the past three years, I have op-

Fig 2. Preoperative and postoperative photographs of patient with history of one episode of nasal

fracture, untreated. Chief complaint was episodic nasal obstruction on the left side. He was treated by

SMR followed by rhinoplasty six months later.
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erated upon 16 patients who fall into this

general grouping. All were male, between
the ages of 19 and 40. Prior nasal fracture

was reported by all patients; often three or

four episodes of fracture were reported.

Most fractures were caused by direct

blunt trauma during fights, but some were
caused by automobile accidents.

Results

All of these patients had satisfactory

postoperative results from rhinoplasty and
no significant complications were encoun-

tered (Figs 1, 2, 3). The esthetic quality

of the final result in these patients falls

short of that achieved in patients for

whom rhinoplasty is done for develop-

mental defects, but the improvement ob-

tained justifies recommendation of the

procedure to almost all who have post-

traumatic nasal deformity.

Fig 3. Preoperative and postoperative photographs of patient with history of four nasal fractures. One
occurred in automobile accident, and three by blunt trauma during fights. Only one of these fractures had
been treated. Chief complaint was complete left nasal obstruction. In photograph C the septum can be

seen completely occluding the left nostril. Patient was treated by SMR followed by rhinoplasty two

months later.
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Fluocinolone Acetonide* in Atopic Dermatitis

• Fluocinolone ace+onide is reported as extremely efficacious in the

management of a persistent and recalcitrant condition.

Tj'NVIRONMENT in atopic dermatitis is

paramount in the management of pa-

tients afflicted with this condition. Be-

cause of the importance of temperature,

humidity, mechanical and/or allergic fac-

tors, the clinician must be ever mindful of

the role he plays where the comfort of the

patient is concerned.

To be sure the patient who is exposed to

a hot humid environment may become
just as uncomfortable as when he would
be in a cold and dry area. The extremes

of the conditions may initiate a bout of

itching from the trickle of sweat on the

one hand to the scaling and peeling of

over-dried keratin on the other.

Management of the Atopic Patient

Management can be a simple or complex
problem depending on the individual and
the circumstances. Those with a simple

problem may be handled rather easily

by environmental controls and applica-

tion of appropriate topical medications.

Others may require in addition systemic

medication of varying degrees to suit the

circumstances presented at a given time.

Still others may require a deeper in-

vestigation into the more basic causative

or precipitating factors. In these cases,

more tailored and specific therapy may be

rendered by scratch test evaluation and
specific hyposensitization.

Topical Corticosteroid Used
This report is concerned primarily with

the results obtained in the application of a

topical corticosteroid in patients of varying

degrees of atopic dermatitis as noted

above. The active ingredient employed

* Supplied as Synalar Solution and Synalar

Cream by Jacques McQuaig, Syntex Laboratories.

t Doctor Loria is assistant clinical professor,

Tulane University School of Medicine, New Or-

leans.

P. RONALD LORIA, MDf
New Orleans

(fluocinolone acetonide) was used in part

in a liquid vehicle (propylene glycol as a

0.01 percent concentration) and in part in

a cream (water-washable) base (0.025 per-

cent concentration of fluocinolone aceto-

nide) . Generally speaking, the patients

were given other medications concurrent-

ly.

Soap and Hot Water Deleted

In all instances soap and hot water were
deleted from the patients’ routines. Va-

rious substitutes were prescribed as needed.

Systemic antihistamines and occasional

short-term systemic corticosteroid therapy

were also used as indicated. Patients were
advised to avoid external stimuli which
might trigger pruritus and to avoid con-

tact with wool. Some were currently un-

dergoing a hyposensitization program
when the topical fluocinolone was added

to their regimen of therapy.

Treatment

Forty-six patients were given Synalar®

Solution or Synalar® Cream to apply for

atopic dermatitis of varying degrees. The
medication in each instance was applied to

the involved areas four times daily.

Twelve patients received the cream while

34 were given Synalar Solution. No occlu-

sion of treated areas was used in this

series of patients.

Age Range

The age range was from 2 to 87 years.

The first decade showed the greatest num-
ber of patients. This was followed by a

rise in the fifth decade (Table)

TABLE

Decade 1 2 3 4 5 6 7 8 9

No. of

Patients 16 3 5 4 9 3 4 1 1
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Results

There were 17 males and 29 females.

The condition was regarded as severe in

two patients. Response to therapy in these

was very good-to-excellent. Three were re-

garded as moderate-to-severe; in these the

response to therapy was very good-to-ex-

cellent. The condition was graded as slight

or moderate-to slight in eight cases. Two
of these patients had to discontinue thera-

py due to itching in one instance and a

burning sensation in the other. The re-

maining six patients had excellent re-

sponse to treatment. Duration of the atopic

dermatitis ranged from a few months to

20 years. The latter patient showed excel-

lent response to the application of Synalar

Solution.

No Untoward Reactions Noted to Cream

All patients treated with the Synalar

Cream had improvement of good-to-ex-

cellent responses. These were evaluated

on the basis of diminished eruption and

patient comfort. There were no untoward
reactions noted to the cream preparation.

Response to Synalar Solution

Patients who received the Synalar So-

lution showed good-to-excellent response

in 29 of 34. Three of the five (14.7 percent)

experienced a burning sensation and had
to discontinue application of the medica-

tion. Another discontinued the applications

due to pruritus which was noted during

the use of the medication. The fifth patient

failed to improve adequately. His condi-

tion was such that he was simultaneously

undergoing hyposensitization.

Comment
The use of topical corticosteroids in in-

flammatory skin conditions has been a

great factor in the alleviation of much
pain and discomfort since the inception

of these antiphlogistic products. In those

smaller areas of involvement, it is possi-

ble to resort solely to the use of a topical

medicament such as Synalar Solution or

Synalar Cream. When the condition under

treatment is more widespread, it is better

to supplement treatment as indicated pre-

viously with systemic medication.

It is also important that in the selection

of a topical medication one should be con-

cerned with the vehicle as well as the

active ingredient. The fact that a patient

experiences a burning sensation or pruri-

tus may be on the basis of content of ma-
terial (active ingredient or preservatives)

or perhaps may be due to an irritated or

denuded condition of the surface of the

skin. 1 Thus, one would do well to evaluate

the physical conditions (especially in re-

gard to moisture) before selecting the

type of vehicle (cream, ointment, etc.) he

wishes to apply to get the desired effect.

The extreme efficacy of Synalar Solution

and Synalar Cream 2 are again demon-
strated in this study as safe and effective

topical medicaments in the management
of a persistent and recalcitrant condition

such as atopic dermatitis.
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The Social Security Disability Program:
How Recent Amendments Will Affect the

Physician and His Patients

• Private practitioners came under social security in 1965. In addition

to earning retirement and survivors' protection, they may a'so have

earned disability protection. Work credits could have been accu-

mulated before 1965 through internships, residencies, military ser-

vice and other covered employment. This article discusses the dis-

ability program, and how recent changes in the law affect the

physician and his patients.

How

T F you pay, or if you have ever paid,

^ social security contributions on your

earnings, you and your family may be

covered by the social security disability

program.

In the disability program, a worker un-

der 65 may be eligible for monthly pay-

ments if he is disabled because of a severe

physical or mental impairment which has

lasted (or is expected to last) a year or

longer. He must be unable to do not only

his usual job, but any work in keeping

with his age, education, and experience.

The disability program was improved
by legislation that became law early last

year. As a result of an increase in benefits

under the new social security amend-
ments, monthly payments can amount to

as much as $189.90 for a disabled worker
and $395.60 for a family. In forthcoming

years, maximum monthly benefits will be

even higher.

To be insured for disability purposes, a

person disabled when he is 31 or older

needs to have worked under social security

for at least 5 of the 10 years preceding the

onset of disability. For younger workers,

who may not have had the chance to

* Doctor Hand is chief medical consultant, State

Department of Education, Vocational Rehabilita-

tion, Division of Disability Determination, Baton

Rouge.

Reprint requests to 614 Whitfield Drive, Natchi-

toches, Louisiana.

EDWARD ARLON HAND. MD*
Natchitoches

work this long, the work requirement
ranges down with age to as little as IV2
years of work credits.

Under the new amendments, an addi-

tional group of people—disabled widows
(including certain surviving divorced

wives) and disabled dependent widowers
of insured workers—can become eligible

for reduced benefits at 50 or older, even

though they themselves never worked.

The disability must occur before or within

seven years after the spouse’s death or, in

the case of a widow caring for a child

entitled to benefits, within seven years

after her benefits as a mother end. NOTE:
Factors such as age, education and pre-

vious work experience are not considered

in deciding whether a widow is disabled

(as they may be considered for a disabled

worker)

.

Benefits begin with the seventh full

month of disability. (A six-month waiting

period is required by law.) Payments can

last as long as the disability continues. At

65, payments to disabled workers are con-

verted into retirement benefits without

any change in amount.

Helping Your Patients

Many physicians routinely advise any
patient who they think might qualify for

disability benefits to consult his social se-

curity office. Such advice can be a great

service to the patient. Since disabled pa-

tients are often having financial difficul-
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ties, your suggestion that they file may re-

sult in their getting urgently needed

funds.

The people in any social security office

can tell a claimant what the eligibility re-

quirements are and can help him apply for

benefits. If a person is unable to come to

the office because he is homebound or hos-

pitalized, a social security representative

can arrange to visit him.

Up to the present, the most frequent

causes of disability have been arterioscle-

rotic heart disease, hypertensive heart dis-

ease, emphysema, schizophrenic disorders,

pulmonary tuberculosis, rheumatoid ar-

thritis and osteoarthritis. Currently in

Louisiana, about 26,241 disabled workers

—

plus about 348,876 dependents— receive

about $26,267,878 a month in benefits under
the social security disability program.

Reporting Data
When a patient applies for disability

benefits, he is expected to furnish reports

from his treatment sources for use in the

evaluation of his claim.

Disability decisions under the social se-

curity program are made by an evaluation

team consisting of a physician and a lay

disability evaluation specialist. The team
works in an agency of the state in which
the applicant lives; in Louisiana, the agen-

cy is the State Department of Education,

Vocational Rehabilitation, Division of Dis-

ability Determination.

Typically, the evaluating physician is a

private practitioner serving the agency on

a part-time basis. He reviews the reports

from physicians and hospitals and, in con-

junction with the non-medical member of

the team, decides whether the applicant’s

impairment is disabling under the law.

The evaluating physician neither sees nor

examines the patient. He depends entirely

on the evidence reported by you and
others who have examined or treated the

applicant.

Experience has shown that the extent of

a patient’s disability can be determined

largely on evidence from his own physi-

cian’s records. By giving a detailed report

of objective data in your files, you can

help speed the decision on your patient’s

claim. On the other hand, long delays can
result if the physician who is responsible

for evaluating the evidence must write

back to you or must seek from other

sources medical information about symp-
toms, and laboratory findings that you may
already have in your files.

To be most helpful, you should report

the same information that you would send
any colleague to give him a complete
medical picture. This report should con-

tain not only a diagnosis, but also a com-
plete history, results of physical examina-
tion and relevant diagnostic tests.

You may wish to save time in preparing

the report by enclosing photocopies of

pertinent portions of the patient’s chart,

including laboratory reports, electrocar-

diograms, x-ray reports and the like. Orig-

inals are welcome and will be promptly
returned if requested. Under the law, your

patient, not the government, is responsible

for providing the initial medical evidence

in support of his claim.

Sometimes, more medical evidence is

needed for an evaluation than is available

in the patient’s chart. In this situation, the

physician evaluating the claim may ask

you to perform the required tests and ex-

aminations at government expense, or he

may find it necessary to refer the patient

for an independent consultative examina-

tion, also at government expense. When
the latter is done, the consultant’s report

can be sent to you if you wish.

“Childhood Disability”

In addition to covering disabled work-

ers and disabled widows, the social securi-

ty program has a provision for “childhood

disability” benefits; this is a somewhat
anomalous title since these benefits are

paid after the person reaches 18. Ordinari-

ly, children cannot get social security

benefits as dependents after reaching 18

unless they are full-time students, and

then only until they reach 22. But under

the childhood disability provisions, a per-

son continuously disabled since before

reaching 18 can be eligible for benefits

after he reaches 18.

Childhood disability benefits are pay-
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able when the beneficiary’s parent who is

covered under social security dies or be-

comes entitled to retirement or disability

benefits. Benefits can continue as long as

the “child” lives if he remains disabled.

He need not have worked under social

security.

Since 1957, the childhood disability pro-

gram has awarded monthly benefits to

nearly 300,000 persons too handicapped to

be self-supporting. Over 65 percent of

beneficiaries under this program suffer

from some form of mental deficiency.

Other prevalent conditions of beneficiaries

under the program include cerebral palsy,

schizophrenic disorders and epilepsy.

Motivating Rehabilitation

In addition to paying cash benefits, one

of the main goals of the disability pro-

gram is to help restore as many applicants

as possible to gainful work. At the time

your patient’s claim is being evaluated, he

is also being considered for possible ser-

vices by Vocational Rehabilitation. Such
services—which include medical rehabili-

tation, counseling, teaching of new employ-

ment skills, training in the use of pros-

theses and job placement—are usually fi-

nanced from state-federal appropriations.

Additional resources are also provided

through social security trust funds to pay
the costs of rehabilitating certain disability

beneficiaries. This should save social se-

curity money, because in the long run the

cost of rehabilitating beneficiaries is less

than the expense of paying benefits.

As the patient’s physician, you are in a

good position to reinforce his interest in

returning to productive work, if this is

feasible. Incorporated in the social security

disability program are several incentives

for rehabilitation that physicians often cite

to help motivate patients.

For instance, a worker on the disability

rolls who returns to work despite a severe

impairment may continue to get monthly
benefits for as long as a year while he tries

to re-establish himself as self-supporting.

If at the end of this period he shows that

he is able to work, benefits stop. Benefits

continue, however, if his attempt is unsuc-
cessful. This helps overcome the anxiety of

a beneficiary who fears all income will

be cut off if he fails in his attempt to re-

turn to work.

As a further incentive, former benefici-

aries who have recovered or have returned
to work get special consideration should
they again become disabled. If disability

recurs within five years (seven years for

widows), they need not go through an-

other six-month waiting period before

benefits resume.

Social Security Disability

Provisions at a Glance

* Benefits go to disabled workers under
65 and their dependents.

* A disabled worker needs credit for a

certain amount of work under social

security. If he is disabled before age 31,

he can now be eligible for benefits with
credit for fewer years of work than be-

fore.

* Widows and dependent widowers who
are 50 or older can receive reduced bene-
fits based on disability, if the spouse was
covered under social security.

* Persons handicapped continuously since

before 18 may get benefits under the

“childhood disability” provisions when
a parent who is under social security

dies or becomes entitled to retirement

or disability benefits.

* Benefits are payable if the disability has

lasted, or is expected to last 12 months
or longer or results in death.

* Benefits generally begin with the sev-

enth full month of disability.

* Benefits for a worker are the same
amount that retirement benefits would
be if he were 65.

* All applicants are considered for voca-

tional rehabilitation services.
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Papillary Carcinoma of the Ureter

j_Y
56-year-old white woman presented

with complaints of recurrent hema-
turia and flank pain. She had sought medi-

cal care for the same symptom complex on

four occasions during the preceding two
years. Each time, hematuria persisted for

a period of one to two weeks but cleared

on medical management. On one occasion,

the patient had been referred to a urolo-

gist and cystoscopy had been performed.

At that time, cystitis was diagnosed and

the patient was again placed on a medical

regimen. Because of complaints of flank

pain, two intravenous pyelograms had

been performed in approximately one

year intervals. Each showed an essentially

normal upper excretory system. The ure-

ters and bladder were not adequately

demonstrated; however, the studies were
considered negative.

At the time of admission, the patient had

“three-glass” hematuria. Red cell casts

were not present. She complained of a dull

right flank pain. An intravenous pyelo-

gram showed very minimal calycectasis of

the right collecting system. The ureters

were only incompletely demonstrated.

Cystoscopy was performed and this sug-

gested that the bleeding originated from

the right side.

A retrograde ureterogram was per-

formed at the same sitting. The ureter-

ogram showed a wine-glass dilatation of

the ureter at the level of L5. At this point

a complete block by an intraluminal mass

was demonstrated. The characteristic

wineglass appearance and the demonstra-

tion of an intraluminal mass suggested a

papilloma or a papillary carcinoma of the

ureter. Exploration confirmed the diag-

nosis and a fairly well differentiated pap-

illary carcinoma of the ureter was re-

* Doctor Lang is professor and chairman of the

Department of Radiology, LSU School of Medi-

cine, Shreveport.

ERICH K. LANG, MD*
Shreveport

sected. An end-to-end anastomosis of the

ureter was carried out over a splint.

Discussion

Diagnoses of polyps, adenomas, papillo-

mas, and papillary carcinomas of the

ureters present vexing problems to urolo-

gists and radiologists, alike. Hematuria,

often intermittent in nature, is usually the

only presenting symptom. Depending on

the degree of obstruction, a dull backache

or flank pain may be present. Because of

the intermittency of the hematuria, cystos-

copy will often fail to identify the origin of

the bleeding and the hematuria will be

ascribed to cystitis. Intravenous pyelo-

grams have been habitually delinquent in

identifying this lesion. The lack of ob-

Fig 1. The retrograde ureterogram demon-

strates a typical wineglass configuration of the

mid-portion of the right ureter. The obstruction

appears to be caused by an intraluminal mass
lesion that has gradually dilated the ureter. The
so-called wineglass or goblet configuration of the

ureter is characteristic of an obstructive lesion

caused by a papilloma or a papillary carcinoma of

the ureter.
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struction caused by progressive dilata-

tion and distention of the ureter and our

complacency, accepting only partial vis-

ualization of the ureters as a complete and

adequate study, has often delayed a defini-

tive diagnosis. This group of lesions, how-
ever, is readily identifiable by retrograde

ureterography. A classical dilatation of

the ureter distal to the intraluminal ob-

structive lesion causes an appearance

simulating a goblet, meniscus, or wine-

glass. In contrast to radiolucent stones, the

ureter distal to the obstructing lesion is

dilated. Obstruction caused by a radiolu-

cent stone is characterized by collapse of

the ureter distal to the calculus. If a ure-

teral catheter is advanced, frequently the

catheter will coil below the lesion. This

valuable observation has been described

by Bergman 1 and suggests strongly the

presence of an intraluminal neoplastic le-

sion. It is important to demonstrate the

proximal extension of the lesion to assess

resectability and the possibility of re-

anastomosis of the ureter. This can be per-

formed by a ureterogram with a catheter

passed above the lesion.
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CditoJual

Taxes, the Physician and the Keogh Act

Uneasy contemplation of our present

situation makes the epigram of Carlyle

a depressing realization. The formula

which has produced our immediate and

present situation is the well known one

of 35 years ago
—

“tax and tax, spend and

spend, elect and elect.”

This cynical and succinct expression of

method has been taken up enthusiastically

by successive administrations in govern-

ment catering for the approval of those

who vote rather than for the approval of

those who produce.

It is axiomatic that no government
bureau ever has enough power. No branch

or department of government is ever large

enough or has enough money, and its

activities are reported as circumscribed on

account of not having sufficient funds.

The taxpayer has no advocate. The tax

“Economics is a dismal science.”

— Carlyle

eater is eloquent and there are now so

many that as a group they have a vested

interest. The idea of taxation seems to be

gaining momentum, and the only accept-

able reason or actual excuse for it is that

a substantial section of the populous is

expecting government to do for them
which formerly they should have been

doing for themselves.

In this situation, we have reached a

point where more than 30 percent of all

income is preempted by taxes. Such large

extractions from the individual’s total ef-

fort would never have been possible with-

out the income tax; and it rolls on of its

own momentum apparently unrestrained.

Had the voters in 1913 and 1917 had a

glimpse of one-millionth of what the in-

come tax would do to them and to their

successors, even the combined efforts of
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both of our socialist parties could never

have put it into law. As individuals we
are powerless; as physicians we are be-

wildered.

For some years as a hedge against this

burdensome tax, corporations and labor

unions have arranged so-called fringe

benefits for the members of the corpora-

tion and the employees of the corpora-

tion; some of these in effect are tax

shelters. In other words, the individuals

so covered do not pay income tax on the

amounts allotted by the corporation at the

time they are put aside but may pay later.

As this became an established arrange-

ment in industry, efforts were made on

the part of interested persons to have the

same apply to self-employed individuals.

And after many years of devoted efforts

the Keogh bill went on into the law. It

was resisted by special interests and only

passed Congress after employees were

included in its provisions.

In the original provisions of the law,

tax deferment credit was only granted

on half the amount put into a trust ar-

rangement. In the past year, the whole

amount up to about $2500 is so covered.

This is the essential feature that makes
the law of great importance to the phy-

sician in the present tax situation.

It is obvious that the average individual

who attains a financial competence does

it as a result of saving and not as a result

of brilliant financial ventures. The average

physician when he starts to practice has

multiple financial responsibilities, fre-

quently one of them is to get out of debt.

He is beset by a rapid succession of finan-

cial demands among which there is apt to

be a desire to enjoy some of the things

that he has put in 12 nonproductive years

in an effort to acquire.

The inevitable expenses of equipment,

office maintenance, and practice respon-

sibilities bear heavily upon what he col-

lects. A professional goal and a financial

plan are essential. When the plan is set

up, the fixed and almost self-perpetuating

incentive helps to maintain it; and savings

that would otherwise dissolve and dis-

appear as if by magic accrue to his ulti-

mate benefit.

When the Keogh Act revision made
protection under its provisions more at-

tractive, the Insurance Committee of the

Louisiana State Medical Society consider-

ed various policies that it might recom-

mend to the membership. It approved the

plan which is that of the Pan-American
Life Insurance Company; and this is given

in sufficient detail in a special article in

the Organization Section of this issue.

It has features which will appeal to

many in the 35- to 65-year-old age group

approximately. It is seen there that the

essential Keogh feature of reserved, de-

posit interest has the original provisions

of the Keogh Act and these are supple-

mented by a mutual fund investment fea-

ture. The bookkeeping is made easy; and
the income tax report aspects, which are

never easy, are made clear. The mutual
fund investment feature is of a type where
there is “no load,” that is, it does not cost

the individual investor a certain percent-

age to get in and to get out of the fund

as it does in some such funds.

The fund is managed by Loomis-Sayles,

and because of their known leadership in

the field the physician may have confi-

dence.

There are some physicians who would
like to put in more than $2500 a year.

This may become possible in future years

as proper representations are made and
when the weight of authority in Congress

is slightly less socialistic. We pray for the

day when the national government instead

of squandering money recklessly over the

nation and over the globe will pay some
heed to the needs of the individual tax-

payer.

It has been said truly that the physician

cannot practice medicine for money but

he can make money while practicing med-
icine. It is the opinion of the Insurance

Committee that this plan helps the phy-

sician to do just this.
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the
understanding and fortification of our Society.

An informed profession should be a wise one.

A KEOGH PROGRAM VIA THE LSMS PLAN

HR 10, the Keogh Act, has been around since

1962. Perhaps like many other professional people

you have been hesitant about setting up a pro-

gram under the original law.

Now the situation has changed dramatically.

Exciting changes in the law make Keogh a new
animal and that can mean—if you act—abundant

tax savings for you.

Possibly you have not had time to find out ex-

actly what the revised Keogh program is, what

makes it tick, and what it can do for you.

That is the reason for this little article, and why
it could be entitled:

KEOGH IN A NUTSHELL
FOR THE BUSY LOUISIANA PHYSICIAN

Keogh is a program of tax deferral. It permits

the physician or other professional to exclude from

income (via a tax deduction) a certain amount of

money from personal services earned and paid

now. During the deferral period, the earnings on

the amount deferred will also be free of income

tax. And the resulting deferred fund will only be

taxable to the plan participant when he begins to

draw on it in later years, probably post-retirement

ones, when his income tax rates will be lower.

Until the advent of Keogh, most physicians had

a very difficult time saving for retirement out of

their earnings. For example, take a hypothetical

Doctor Able, who is in the 40 percent income tax

bracket. He is 40, has no full-time employees with

more than 3 years’ service, earns about $35,000

annually, and wants to set aside $2,500 per year

out of his pre-tax income. Prior to—or without

—

Keogh, what could he reasonably be expected to

build up for his retirement by age 65?

Well, first Uncle Sam with his 40 percent tax

bite slashes that $2,500 down to $1,500 net. Then,

if the fund is invested to earn a secure 5 percent

yield on a long-term basis, that 5 percent pre-tax

yield is slashed down to a mere 3 percent after

taxes. The $1,500 deposited annually for 25 years

(40 to 65) at 3 percent net compounded annually

will produce a fund of $56,330.

By contrast, if Doctor Able used Keogh, he

would have a full $2,500 working for him each

year, for this amount is free from tax. Then the

earnings annually on the $2,500 deposited each

year would be free of current income tax, that is,

during the period in which the fund grows. On
this basis, the $2,500 annual investment would

grow to $125,000 after 25 years. This is quite a con-

trast to the $56,330 non-Keogh sum! And the LSMS
plan is invested to secure possible greater growth.

Of course, this is not the full story. It shows the

swifter and greater buildup of capital on account

of tax deferral and tax shelter on earnings via a

Keogh program, but it does not illustrate the final

tax impact on the enjoyment of the buildup fund.

The idea behind tax deferral is that in a later

period you most likely will be in a significantly

lower tax bracket. After 65, most men start to slow

down. Tax rates normally taper off. It would not

be unreasonable for Doctor Able to envision an
overall tax rate for the years commencing when
he is 70 at an average of about 20 percent. At this

point, it is well to point out that the same dollars

that went into this Keogh program on a tax-free

basis, and multiplied within a tax shelter, now will

come out fully taxable as ordinary income, with

minor modifications. This being so, it becomes ap-

parent that withdrawing the money all at once,

or within a short period of time, would only boost

his tax bracket for that period of time and thus

increase the tax bite. Conversely, if Doctor Able

spreads out the withdrawal period as much as pos-

sible, he keeps his tax bracket low and minimizes

the effect of taxes. If it were done properly, Keogh
should produce for Doctor Able over twice the

after-tax retirement income that could be pro-

duced by a non-Keogh plan.

Limitations are as follows:

1) The basic net contribution that you or your

partnership may make to your account in any one

taxable year may not exceed the lesser of $2,500

or 10 percent of your earned income.

2) All employees customarily working over 20

hours weekly and over 5 months per calendar year

with at least 3 years of employment must be cov-

ered.

3) The same contribution formula that is applied

to you must be applied to employees. If your earn-

ings are $25,000 and you use a 10 percent formula,

then at least 10 percent of a covered employee’s

full Form W-2 compensation must be contributed

for his benefit. Of course, if your income were

$50,000 you may use a 5 percent formula and still

get your full $2,500 deduction while contributing

only 5 percent of the employee’s compensation.

The contribution to the employee’s account is en-

tirely from the physician.

4) You cannot _be permitted to enjoy your plan

account prior to age 59%, except in the case of

total disability, without a special penalty tax of

10 percent. (This may actually be a good thing in

keeping you from possibly spending this money.)
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And you must begin receiving plan benefits by

age 7014.

These are the main features. At the practical

level, the only factors which greatly affect the eco-

nomics of Keogh are those requiring coverage of

all full-time employees with over three years of

service. However, one factor you must take into

account is this: If an employee has been working

for you full time for over three years, such em-

ployee is probably valuable. It is becoming increas-

ingly true in our competitive labor market that

employers have to provide some retirement bene-

fits if they are to attract and hold competent em-

ployees. In an area where Nurse Smith can just

as easily go to work for a hospital, school board

or manufacturing corporation, with liberal fringe

benefits, Doctor Able may find he has to provide

a pension benefit. And if he is not already doing

so, he may already be paying the economic cost

of such benefits in terms of employee turnover,

employee waste and incompetence; these necessi-

tate more training and supervision and provide

headaches for him.

Keogh can be presented and sold to employees

as a true additional fringe benefit—as better than

an end-of-year cash bonus, since it is currently

tax-free, grows tax-free, and can be enjoyed at

half the tax rates that would be applied to a cash

bonus—and to that extent it may turn out to be

a splendid investment. It may so decrease turn-

over, up employee efficiency, reduce the need for

training and supervision, and thus reduce the

headaches of the physicians concerned. They will

ask themselves why didn’t we do this years ago.

What was the change in the law in 1968 that

created all the present Keogh excitement? The an-

swer is simple. It was the change from a 50 per-

cent tax deduction on the contribution flowing to

an owner’s benefit—in effect through 1967—to - a

100 percent tax deduction starting in 1968. This

doubled the tax attraction of Keogh for you.

At this point, you may be concluding that the

tax advantages of Keogh seem irresistible but are

wondering what would be the best way to take

advantage of it. You are wondering how does the

LSMS plan work in exact terms.

Under the Keogh Act, there are five investment

media available:

1) retirement income life insurance contracts;

2) special Government Bonds paying no current

interest but appreciating in value much like

E bonds at the rate of 4.15 percent;

3) mutual funds;

4) bank trusteed investments; and

5) the combination or split-funded plan which,

of course, is the LSMS vehicle.

For the LSMS plan, the trustee is the Bank of

New Orleans which also acts as the collecting

agency. Sixty-five percent of the money contrib-

uted is invested by the trustee in a “no load” or

no sales commission mutual fund of either the bal-

anced or growth variety. Both are managed by

Loomis-Sayles and Company of Boston, Massachu-

setts. The remaining 35 percent is invested in a

special pension contract issued by Pan-American
Life. The pension contract builds fixed dollar cash

values and, of course, provides a death benefit so

that a substantial part of the ultimate value of

Doctor Abie’s retirement plan is guaranteed for

his wife should he die prematurely. Dividends paid

by Pan-American on the pension contract are re-

routed by the trustee back to Loomis-Sayles for

mutual fund investment.

The important function of the pension contract

is to nail down annuity rates at 1968 life expec-

tancy figures, thus guaranteeing Doctor Able what
could be a priceless asset when Keogh begins pay-

ing off. For, should life be lengthened by medical

advances during the 25 years he is depositing

money in Keogh, he will be able to use his mutual

fund assets to purchase a lifetime income at 1968

rates which could be considerably lower than the

1993 rates available in the open market. This

would be something similar to buying a 1968 Cad-

illac at 1943 prices. And, if you recall our discus-

sion of taxation of Keogh at maturity, you realize

that Doctor Able will gain the greatest tax advan-

tage from Keogh by withdrawing his money over

the longest possible time period, which, of course,

is his lifetime. And that means the annuity meth-

od of distribution which provides the maximum
possible income from a given sum of money with-

out fear of ever depleting the capital sum.

Why do we think the LSMS-Keogh plan is, all

things considered, the finest all-around Keogh pro-

gram available for our hypothetical Doctor Able?

Well, first of all, it could not be more conveni-

ent. The doctor signs some forms and the trustee

practically handles everything else. He does not

even have to sign checks after the first one. Sec-

ondly, the bulk of his money is invested by one of

the largest and oldest investment counseling firms

that has over 38 years of extremely successful mu-
tual fund investment experience behind it. Mutual

funds, as you know, provide Doctor Able diversifi-

cation in his security investments which probably

could not be otherwise achieved. And Loomis-

Sayles gives him a choice of investment philoso-

phies. Their balanced fund which is composed

roughly of 70 percent common stocks and 30 per-

cent bonds and preferred stocks is the conservative

fund. But conservative or not, $10,000 invested in

this fund, at its inception in 1929, would have been

worth $250,000 at the end of 1967 if all dividends

and capital gains’ distributions had been rein-

vested as shown in Fig 1.

The Capital Development Fund (growth fund)

was inaugurated in June of 1961. Its investment

record is shown in Fig 2.

On top of everything else, Doctor Able will be

happy to hear that he pays no sales charge on

this mutual fund portion of his investment. Typi-

cally, the sales charge is 8 percent; this on a $2,500

annual investment means $200 per year. In addi-
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ILLUSTRATION OF AN ASSUMED 6!4YEAR $10,000 INVESTMENT IN

LOOMIS-SAYLES CAPITAL DEVELOPMENT FUND
with capital gains distributions reinvested

RECORD OF PRINCIPAL — This chart covers the 6V2-year period from June 22, 1961, when the Fund was started, to

December 31, 1967 and shows the present asset value of a $10,000 investment made at the beginning of the period

with all capital gains distributions reinvested in additional shares.

Total Value of Investment December 31, 1967 *19,529
20,000

initially acquired

through investment

of $10,000 $10,556 $8,528 $9,912 $10,964 $12,268 $12,144 $16,860

VALUE OF SHARES
accepted as capital

gains distributions

(cumulative) 10 11 13 1,428 1,923 2,669

TOTAL VALUE $10,556 $8,538 $9,923 $10,977 $13,696 $14,067 $19,529

The dollar amounts of capital gains distributions accepted in shares were: 1961 — $0, 1962 — $12, 1963 — $0, 1964 —
$0, 1965 - $1,387, 1966 - $509, 1967 - $0; total - $1,908.

*1967 year end capital gains distribution was declared and paid in 1968.

RECORD OF INCOME
Dividends Paid from Investment Income

Total

Dividends

from

Investment

Income

$228 $160 $188 $215 $111

> $1,090

If both capital gains distributions and dividends from invest-

ment income had been reinvested during the period, the results

would have been as follows:

Initial Investment June 22, 1961 $10,000

Cost of shares purchased with dividends from investment

income 1,133

Total Cost $11,133

Asset Value December 31, 1967 $21,475**

**lncludes total value of $2,043 capital gains distributions accepted

in shares.

If capital gains distributions and dividends from net invest-

ment income had been taken in cash, and not reinvested the

results would have been as follows:

Initial Investment June 22, 1961 $10,000

Total Dividends from:

Investment Income $1,044

Capital Gains 1,816

Asset Value December 31, 1967 $16,860

Fig 2.
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tion to the original 65 percent that is invested in

mutual funds, another 10 percent approximately

(depending on age and dividend experience) may
eventually be rerouted from the pension contract.

So, about 75 percent of Doctor Abie’s $2,500 can be

placed in diversified equities which will provide

him with a hedge against inflationary trends and
will give him an opportunity for long-term capital

appreciation.

The other 25 percent (approximately) that re-

mains invested in the pension contract will, rough-

ly, return to him the same number of invested

dollars at maturity on a guaranteed basis, but in

lieu of earnings thereon, will provide an immediate

death benefit and the built-in 1968 annuity options

which may be so important when the time for dis-

tribution of Keogh funds rolls around.

The plan is administered by local organizations

:

The Bank of New Orleans and Pan-American Life.

It is watchdogged by the Insurance Committee of

the Louisiana State Medical Society. Indeed Doc-

tor Able should not weigh lightly the fact that

LSMS carefully considered numerous Keogh ideas

advanced by many competing organizations before

it endorsed the one just described.

There could never be one plan that would satisfy

the various investment tendencies of all physi-

cians. But the LSMS plan, we believe, is highly

suitable for most Louisiana physicians. To deter-

mine its application to you, individually, simply

write to: LSMS-Keogh Plan, Louisiana State Medi-

cal Society, 1430 Tulane Avenue, New Orleans,

Louisiana 70112. A Plan Representative will see to

it that you have all pertinent information and will

take into consideration your tax status, age, num-
ber of eligible employees, etc.

But to get the full tax benefit for 1969, you

should act now. Earnings on investments made
early this year will be reinvested free of current

income taxes. There is no need to wait until late

in the year. It is an opportunity no physician

should ignore. The tax savings and solid retire-

ment benefits that are available through this

LSMS-Keogh vehicle are truly exciting.

*By: Herbert P. Benton, III, of the Simmons-Benton
Agency.

ANNUAL MEETING
SOUTHEASTERN SURGICAL CONGRESS

The Southeastern Surgical Congress will hold its

37th annual meeting in New Orleans April 28-

May 1, 1969 at The Roosevelt Hotel. Programs,

and an invitation to attend this meeting, will be

sent by the Congress to all members of the Lou-

isiana State Medical Society. Dr. Isidore Cohn,

Jr., of New Orleans, is General Chairman of Ar-

rangements.

STATEMENT OF THE
LOUISIANA STATE MEDICAL SOCIETY

to the

New Orleans Public Hearing

by

THE DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

on

WAYS AND MEANS OF IMPROVING
MEDICAID (TITLE XEX, P. L. 89-97)

December 27, 1968

The Louisiana State Medical Society has always

been in favor of providing quality medical care

for all citizens regardless of their ability to pay.

At the same time, the Louisiana State Medical So-

ciety has strongly supported the position that

those who are able to pay for their medical care

should do so, while the local, state and federal

government, in the order mentioned, should assist

the medically indigent in receiving quality medical

care.

The Medical Society does not believe in a two-

standard system of medical care. Those less for-

tunate, who receive assistance from the state in

meeting the cost of their medical care, should

receive the same high quality care as our more
affluent citizens.

It is for this reason that the Louisiana State

Medical Society endorses the Medicaid “principle”

because this program was designed to bring qual-

ity medical care to the medically deprived.

Our Society has worked closely with the State

Department of Public Welfare long before the pas-

sage of Medicaid legislation toward this end.

Stated briefly, our Society has attempted to do this

by:

1. Bringing quality care to all of our citizens.

2. Maintaining the all important patient-physi-

cian relationship.

3. Supported programs which will do the above

at the least cost, consistent with quality, to

the taxpayers and the state.

To do these things, our members in former

years often worked at great financial sacrifice. Be-

fore the advent of the Kerr-Mills program, physi-

cians cared for the medically indigent on the

basis of their ability to pay, which was frequently

nothing. When the Kerr-Mills Law was passed,

our Society cooperated in every way possible to

make this Law an effective means of providing

care for the indigent in many ways including ac-

cepting sub-standard fees for services.

The present Medicaid program, by providing

payment to physicians on the basis of “usual and

customary” fees, has done much to remove the so-

called stigma attached to some people who must

accept assistance from the state. It is a great

satisfaction for most Medicaid patients to know
that when they see a physician that the physician
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will be compensated on the same basis for his ser-

vices as for his more fortunate patients. The Lou-

isiana State Medical Society has been most pleased

with the “usual and customary” fee provisions of

Titles XVIII and XIX of P.L. 89-97.

Our members feel that the greatest improve-

ment that could be, and should be, made in the

present Medicaid program lies in improving the

patient-physician relationship by allowing the

same billing options under Title XIX as are pro-

vided under Title XVIII of P.L. 89-97. We feel

that such a change would do much to improve the

patient’s relationship with his physician, and

would be more economical because patients would

have greater freedom in selecting, or changing,

their physician.

Payment for physicians’ services on the basis

of an itemized bill would work no hardship on

Medicaid recipients. Such a system of payment

would make the physician the full servant of his

patient and not a third party.

It has been said by some that if the direct bill-

ing option were allowed that Medicaid patients

might collect monies due physicians and spend it

for other purposes and not pay the physicians.

Patients trust us with their lives and we are will-

ing to trust them to pay their just medical bills.

The members of our Society are on record as being

willing to accept any financial risk involved in

such a billing procedure for the sake of an intact

patient-physician relationship.

Our physician members feel very strongly that

no regulations should be applied which would hin-

der the physician from exercising his best medical

judgment as to what procedures to use, amount
of care required, drugs to prescribe, etc. Quality

care must be the first consideration for all pa-

tients.

We are conscious of the fact that there are,

and will be, some abuses of Medicaid and other

programs by physicians and patients. Our Society

stands ready to hear any just complaints of abuses

of this program and is ready to provide “review

committees” to act on alleged abuses so that the

vast majority of conscientious physicians will not

be penalized for the unjust and unethical acts of

a few.

In May of 1967, our Society President, Dr. J. A.

Sabatier, Jr., was informed by HEW Commissioner

Ellen Winston: “Section 1901 would not preclude

direct payments to a carrier on behalf of recipi-

ents. In fact, in several states fiscal agents are

used in the administration of these programs.

Their role is similar to that of the intermediary in

Title XVIII. You propose also a pilot study to

gain some experience on the use of optional billing

method under a Title XIX program. If a project

were submitted to us by the state agency admin-

istering Title XIX which met our general criteria

for approval under Section 1115 of the Social Se-

curity Act, we would, of course, consider it. Our

special project funds under Section 1115 are ex-

tremely limited, however, and therefore much
would depend on the cost factors involved.”

If it is not possible to institute the payment op-

tions nationwide that we have recommended, the

Louisiana State Medical Society stands ready to

support a pilot program, as mentioned by Commis-
sioner Winston, in our state because we are con-

vinced that it will work to the advantage of Medi-

caid patients, taxpayers, physicians and the gov-

ernment.

I would like to thank you for giving me the

opportunity to express the views of the Louisiana

State Medical Society on ways and means of im-

proving the Medicaid program.

F. P. Bordelon, Jr., M.D., President

Louisiana State Medical Society

DISCREPANCIES NOTED IN NELSON
STUDY, HEW REPORT

The PMA, in commenting on the Second Inter-

im Report of the HEW Task Force on Prescrip-

tion Drugs, acknowledged that the Task Force had
made a serious attempt to deal with many rami-

fications of a complex subject.

In a prepared statement, disseminated to the

news media the day after the Report’s contents

were announced by HEW, the PMA pledged the

continuing cooperation of the industry in supply-

ing in-depth comments on the recommendations
presented and in providing assistance in the con-

duct of further studies suggested in the Report.

Contains Inaccuracies

The statement did, however, express serious

concern with several major proposals and conclu-

sions:

“The text, especially in the economic and re-

search areas, contains inaccuracies and assump-
tions that simply do not square with the real

world of the pharmaceutical industry.

Declining Price Levels Ignored

“The Report fails to cite the significance of de-

clining prescription drug price levels and the de-

creasing share of the medical care dollar account-

ed for by drugs.

“Contrary to the fallacy expressed in the Report

that competition is confined to quality and thera-

peutic value, the fact is that price is an equally

significant factor among both PMA and non-PMA
firms. Few products are long immune from price

competition. Rather, the record is replete with ex-

amples of eroding market shares among manufac-
turers who are slow to react to competitors’ price

cuts. Also, the industry has become less concen-

trated, with more producers in various drug cate-

gories.

“The Report fails in part to understand the

research and development process in the drug in-

dustry by criticizing ‘duplicative’ and combination

products. This is both scientific and economic
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error. Not only do apparently similar products

offer reduced side effects in many cases, but they

provide competition to dominant products. Combi-

nation products, instead of raising costs as the Re-

port implies, more often reduce costs, particularly

at the retail level. They rarely cost more, and are

a convenience to patient, doctor and pharmacist.

“On the scientific side, the Report is in error

in stating that most of industry research is di-

rected toward work on congeners and combination

products. The number of new products of this type

is declining, and the share of research budgets

devoted to seeking out new single chemical entities

in important disease categories has been rising

steadily in recent years. The bulk of the industry

research and development effort is devoted to ‘sin-

gle entity’ research—not a mere 20%, as the Re-

port suggests.

Risk Factors Overlooked

“The Report also is inadequate in its analysis

of risk factors in the drug industry. It looks only

at selected successful broad line companies to con-

clude that the industry as a whole is not particu-

larly risky. Ignored are such factors as constantly

improving technological and marketing efficiency

and innovation and more extensive corporate and

government standards.

“Some attitudes attributed to the industry are

highly inaccurate. It is simply not true as the

Task Force states, that the industry does not want

‘any government interference.’ It has only been

with the support and assistance of quality-minded

manufacturers that strict regulatory standards

have been developed on good manufacturing prac-

tices, quality control, and other areas. The high

degree of government involvement in this indus-

try’s affairs makes it one of the most regulated

in the United States.

Premature Conclusions

“Fortunately, the Report does not endorse

equivalence of drug products containing essentially

the same amount of active ingredient. Indeed, clin-

ical tests, conducted at the request of HEW, have

substantiated the importance of reliable drug pro-

ducers. However, the evidence of the science of

biopharmaceutics is for the most part ignored in

the Report.

“In summary, the Report suggests overly sim-

ple and premature conclusions based largely on

unsupported opinions and secondary source infor-

mation. In some sections it lacks in-depth under-

standing of the industry’s basic operations. At the

same time it implies endorsement, as in the patent

area, for drastic proposals. In so doing it neglects

to portray the damage to public health and re-

search progress that could result from such

changes.”

JCAH CITES PRICE FACTORS
LIMITING ACCREDITATION

In a recent communication, the Joint Commis-
sion on Accreditation of Hospitals presented a list

of major factors determining hospital accredita-

tion.

Non-accreditation is recommended for hospitals

that lack an adequate staff organization or mech-

anism to implement required staff functions. A
number of unsatisfactory clinical records, foreign

medical graduates without a license or E.C.F.M.G.,

and inadequate fire protection are other reasons

for a non-accreditation recommendation.

Provisional accreditation is recommended for

hospitals that have an adequate staff organiza-

tion, but one that does not effectively perform re-

quired medical staff responsibilities such as clini-

cal review, delineation of privileges commensurate
with credentials, records without clinical perti-

nence, delinquent records, and inadequate atten-

dance at staff meetings. Among other reasons for

provisional accreditation are overcrowding; inade-

quate utilities, equipment, and housekeeping; in-

sufficient fire and disaster rehearsals; and a lack

of sufficient graduate nurses for 24-hour coverage.

A three-year accreditation with warning is rec-

ommended for a hospital with the same deficien-

cies as those listed for provisional accreditation,

though to a more limited degree and in a lesser

amount. When a hospital has failed to implement

most previous recommendations, the probable re-

sult is a recommendation that its accreditation

status be reduced from three years to one year.

The Joint Commission reports (in Bulletin No.

48, April, 1968) that in 1967, accreditation surveys

were conducted in 2,090 hospitals. 1,544 of these

institutions, or 74%, received full accreditation;

430, or 20%, were granted provisional accredita-

tion; and 116, or 6%, were not accredited.

DATA DEVELOPED BY SUBCOMMITTEE
SHOWS DISTORTION

The PMA has charged Senator Gaylord Nel-

son’s Subcommittee with developing distorted and

misleading “evidence” in order to create a climate

of public acceptance for price control legislation

on prescription drugs.

The charges were contained in a prepared

speech delivered by PMA President C. Joseph Stet-

ler before the Public Relations Section Annual

Meeting in Williamsburg. The speech, documented

with data gathered during a long and tedious

process of backtracking on Nelson’s charges, gen-

erally refutes the comparisons drawn by the

Monopoly Subcommittee of the Senate Small Busi-

ness Committee on drug purchasing by representa-

tive cities and counties across the country.

80 Percent of Data in Error

“This data is a sorry commentary on both the

calibre of the investigation and on the lengths to
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which the vendetta against the drug industry is

being carried." Stetler told the PR. Section. ‘‘Of the

128 pieces of price information presented, more
than 80 percent is either flatly -wrong, invalid or

grossly misleading. Even where the numbers are

literally correct . . . the public is led to assume
things the facts do not support.”

These and other PMA comments were included

in a news release distributed widely to the lay and

trade press simultaneously with Stetler's Williams-

burg talk.

PMA Findings Ignored Earlier

In part, the news release stated:

“This is the second time the PMA has under-

taken the long and tedious process of backtrack-

ing on charges and tracing them to their real or

imaginary sources. In the first instance. William

Haddad of New York presented ‘evidence* of vari-

ations in price which he claimed were paid by 12

cities or counties. We produced irrefutable evi-

dence that the witness had grossly misinformed

the Subcommittee. However, neither the Senator

nor his staff have ever attempted a factual refuta-

tion of PMA findings which exploded the veracity

of Mr. Haddad's testimony. Nor, of course, have

they placed PMA's findings ... in the hearing rec-

ord.

“The second Subcommittee study, which the

PMA regards as replete with flaws and errors, in-

volves a query of 77 cities and counties involving

39 drug products.

“Senator Nelson said that 29 communities re-

sponded . . . but when he announced the results of

the survey, he referred only to data from 21 cities

on 17 drugs.

Several Factors Ignored

“The PMA’s three-month study found that the

Subcommittee survey ignored differences in pur-

chasing power, differences in purchases from
wholesalers and from manufacturers. In addition,

it made invalid comparisons of products from dif-

ferent manufacturers.

“The Subcommittee study paid no attention to

the differences that are bound to occur when you

pit the modest purchasing power of a single retire-

ment home in Iowa against that of, say. the Army.
Navy, Air Force and Marines combined.

“The survey also hides the fact that some small-

er communities' purchases were made from whole-

salers or certainly not from manufacturers, while

the purchases being contrasted were made direct.

Thus, this kind of allegation results in triple dis-

tortion: drug manufacturers are blamed for sell-

ing to a city they did not sell to; and they are

indicted for a price they did not charge. And that

price, which in one case was an indirect purchase

involving six bottles, was compared with a price

paid by the City of New York 'To a manufacturer 1

for five thousand bottles.

Many Witnesses Not Called

“Senator Nelson has yet to call on numerous
expert witnesses who could testify on various

medical and scientific questions which have been

raised. These include the American Medical Asso-

ciation. the American Academy of General Prac-

tice and more than 20 other organizations and in-

dividuals who have asked for appearances and to

this day are all still waiting to testify.

“The association had submitted extensive ma-
terial which has not been made part of the printed

record despite the assurance of the Chairman.

"

M. D. REPRESENTATION ON
HOSPITAL BOARDS

The results of a questionnaire put out by the

Illinois Hospital Association on Hospital-Medical

Staff relations revealed that 110 out of 211 respond-

ing hospitals had M. D. representation on their

governing boards. This representation of physi-

cians as voting members was reported by 61 and

M. D.'s represented ex-officio without vote in the

others Twenty-six hospitals included physician

members with vote and additional staff repre-

sentation without vote.

Medical staff members serve on Board Commit-
tees in only 63 of these hospitals. This is less than

representation on the Board itself.

The chief administrative officer, even though

non-physician, was a voting member of the Board

in 39 of the reporting hospitals.
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MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastroo

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Jireveport First Tuesday of every month Shreveoort

/erno i First Thursday of every month

THREE SEMINAR-WORKSHOPS SET FOR
SPRING BY AMERICAN ACADEMY OF
FACIAL PLASTIC AND RECONSTRUC-

TIVE SURGERY
Facial skin surgery, rhinoplasty, and otoplasty

will be the subjects for three postgraduate

seminar-workshops to be given under the spon-

sorship of the American Academy of Facial Plas-

tic and Reconstructive Surgery at Cook County
Graduate School of Medicine, Chicago, and Mt.

Sinai Hospital School of Medicine, New York, in

April and May, 1969.

The seminars are part of the fourth annual

series of academy seminars. Two seminars sched-

uled for Cook County are designed primarily for

physicians who teach residents in head and neck

plastic surgery, and physicians experienced in

rhinoplasty, otoplasty, and facial skin surgery

who want to perfect their surgical techniques.

The first, on facial skin surgery, will take place

April 22 through 26. The second, on advanced

rhinoplasty and otoplasty, will follow from April

27 through May 2.

The seminar at Mt. Sinai, with Irving B. Gold-

man, MD, New York, as director, is titled “Basic

Rhinoplasty and Otoplasty,” and is designed pri-

marily for specialists who are practicing in these

fields.

IMPLANTED CONTACT LENSES
RESTORE SIGHT TO FIVE

Those modern-day vision aids—contact lenses

—

have been successfully used to restore sight to

five patients permanently blinded by diseased or

damaged corneas.

According to a report in the December issue of

GP magazine, official scientific publication of the

American Academy of General Practice, the five

patients at the University of Florida, Gainesville,

each had a tiny plastic contact lens glued to the

corneal surface of one or both eyes. The cornea

is the transparent membrane which forms the

outer coat of the exposed part of the eyeball.

It is subject to various kinds of diseases and
injuries which can cause it to become temporarily

or permanently opaque, blinding the victim,

According to the report, fitting an eye with

the lens is a simple process which can be accom-

plished in 10 minutes. The treatment requires

no hospitalization and there appear to be no

hazards to the surgical procedure. The still-experi-

mental technique includes removing the diseased

or damaged outer covering of the cornea and
bonding the plastic lens to the remaining cornea

with a small amount of tissue-adhering plastic

glue.

Ophthalmologists (physicians specializing in

treatment of the eye) say the technique looks

promising. However, they do not yet know how
long the lens will stay in place or what late

changes may occur in the eye. Even if the glue

should wear away, they say, the epithelial tissue

will grow over the edge of the lens like a. collar

and may hold the lens in place. If the lens

should cause some difficulty, it can easily be

lifted off.

NEW ORLEANS PULMONARY FUNCTION
COURSE GROWING

The Fifth Annual Postgraduate Course on Pul-

monary Function, which was held at the Tulane

Medical School in New Orleans, December 9-12.

1968, was the “largest and highest level presented

in the past five years,” reported John B. Bobear,
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MD, 1968 chairman for the continuous educational

activity for physicians. Sponsored by the Lou-

isiana Thoracic Society with Tulane, LSU Medical

School, the Alton Ochsner Medical Foundation

and the American Thoracic Society, the course

is a scientific educational activity which is pro-

moted among physicians throughout the United

States.

Dr. Bobear reported that the 1968 Course was

attended by 250 physicians from three dozen

states and from Canada, as w'ell as some 31 nurses

and technicians working in inhalation therapy.

The chairman further advised that 28 state and

local tuberculosis and respiratory disease associa-

tions, including 16 state thoracic societies, pro-

vided scholarships for physicians to attend.

The chairman advised that the 1969 Course will

be presented at the LSU Medical School, Monday
through Thursday, December 8-11, 1969. He ad-

vised that advance reservations for the course

may be submitted now to the Louisiana Thoracic

Society, 305 Baronne Street, New Orleans, Lou-

isiana 70112; attention: Miss Joan Ritchie, Course

Registrar.

SMA ANNOUNCES COUNCIL MEMBERS
Donald F. Marion, MD, Miami, president of

the Southern Medical Association, has announced

the appointments of the following new members

of the Council of the Association: G. Gordon

McKardy, MD, New Orleans; Raymond F. Gren-

fell, MD, Jackson, Miss.; and Samuel R. Turner,

MD, Tulsa.

Drs. McHardy, Grenfell, and Turner will serve

for five years as members of the association’s

governing body, taking active part in the business

and scientific affairs of the 20,000-member medical

group.

OBSTETRICIANS-GYNECOLOGISTS TO MEET
IN FLORIDA APRIL 28 TO MAY 1

The 17th Annual Clinical Meeting of the Amer-

ican College of Obstetricians and Gynecologists

will be held at the Americana Hotel in Bal Har-

bour, Florida, April 28 - May 1, 1969. Twelve post-

graduate courses wall be conducted immediately

prior to the meeting on April 26 and 27.

Both the clinical meeting and the postgraduate

courses are open to all physicians regardless of

specialty, and the college invites them to attend.

Registration fee for physicians who are not mem-
bers of the college is $50 for the clinical meeting

and is $45 for the postgraduate courses.

During the meeting, virtually every major

obstetric-gynecologic topic will receive attention

via formal papers, colloquia, panel discussions,

correlated seminars, luncheon and breakfast con-

ferences, and reports on current investigations.

In addition, there will be a showing of new mo-
tion pictures pertaining to the specialty as well

as 250 scientific and industrial exhibits.

Some 500 nationally eminent physicians, most

of whom are fellows of the college, will present

the program. Approximately 3,000 physicians are

expected to attend the meeting.

For complete information about the meeting

and/or postgraduate courses, physicians should

contact the Meeting Services Department of the

College, 79 West Monroe, Chicago, Illinois 60603.

AMAs 1969 ANNUAL CONVENTION OFFERS
INTERESTING VIEWING, LISTENING

An abundance of valuable information will be

presented in a variety of interesting ways to

those attending the American Medical Associa-

tion’s 1969 Annual Convention in New York City.

Some information will be available to visitors

in the comfort of their convention hotels or

motels. This will be through the special televising

of convention news, interviews, panels, and scien-

tific presentations.

Such TV programming, a highlight of AMA
annual and clinical conventions in recent years,

will be available from 5 pm to midnight Sunday,

July 13; from 7 am to 9 am and from 5 pm to

midnight Monday through Wednesday, July 14

through 16; and from 7 am to 9 am Thursday,

July 17.

Much of the scientific activity of the July 13

through 17 annual convention will be in the

Coliseum and the New York Hilton Hotel. The
House of Delegates will meet at the Americana
Hotel.

In addition to papers and lectures wdiich wall

be presented in the Coliseum and the New York
Hilton, there will be exhibits, color closed circuit

television, and medical motion pictures.

Some 250 to 300 scientific exhibits are expected

at the Coliseum, including special ones on arthri-

tis, pulmonary function, fresh tissue pathology,

fractures, resuscitation, and laboratory medicine.

Industrial exhibits also will be on view at the

Coliseum.

From rooms set aside at the Coliseum, viewers

will be able to see closed circuit scientific pre-

sentations televised in color from the Cornell

University Medical Center.

The Coliseum also will be the site of medical

film showings, including the premiere showing

of some new films.

SOUTH CENTRAL ASSOCIATION
OF BLOOD BANKS

The Eleventh Annual Meeting of the South Cen-

tral Association of Blood Banks will be held in

New' Orleans at the Fontainebleau Motor Hotel on

March 20, 21 and 22, 1969.

A preconvention session will be held on Thurs-

day, March 20 and the opening session will begin

on Friday, March 21.

Further information may be obtained by wuiting

to the Blood Bank Office, 2109 Commerce Street,

Dallas, Texas 75201.
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Pediatric Therapy, by Harry C. Shirkey. ed 3,

The C. V. Mosby Company, St. Louis, 1968, pp
1294, $25.

The new issue of Pediatric Therapy by Harry

Shirkey and his associates brings the 1967 issue

up to date.

The blue table of drugs and pink table of

poisons, their effects, symptoms and treatment,

make it easy to find very necessary information

quickly.

For those who are not familiar with the book,

let me assure them it is a marvel of accurate

information on all pediatric therapy.

The authors are to be congratulated on this

service which keeps us abreast of all new prac-

tices in pediatrics. Would that I could remember
it all!

This book is a very necessary addition to a

pediatric library.

Suzanne Schaefer, MD

US Army Medical Department, Neuropsychiatry

in World War II, vol I, Zone of Interior, Wash-
ington, D. C., Office of the Surgeon General

Dept. Army, 1966, pp 898, $7.50.

This volume is a thorough review of the experi-

ences of the Medical Department (neuropsychiatry

branch) of the US Army in World War II. The
book concerns itself primarily with administra-

tive aspects and, as such, will be of more value to

administrators in neurology and psychiatry, par-

ticularly the latter, than to clinicians. It should

particularly interest psychiatrists involved in

community psychiatry, since problems of preven-

tion and treatment in relation to army personnel

are not unlike those arising in community psy-

chiatry today. The book also will be enjoyed by

those interested in the history of World War II

and of medical psychiatry.

The organization of the neuropsychiatry branch

during the war was admirable. Starting with a

very small group of men, the branch was able to

expand and provide satisfactory service, in many
ways, for the soldiers. Many current eminent

psychiatrists received their first introduction to

the field during World War II, when they were
hastily trained in this specialty in order to meet

the severe shortage. The book makes clear that

psychiatric illness represents a very significant

portion of total military illness, and suggests that

psychiatry be placed in a coordinate position with

medical and surgical departments should any
future war effort be necessary. Parenthetically,

one hopes that the nation need not again meet

with such an exigency.

A point of interest to clinicians is the fact that

combat fatigue, with its resultant symptoms, is

an inevitable result of warfare, provided that the

individual soldier is exposed for a sufficient period

of time to the stress of actual combat duty. The
appearance of symptoms of combat neurosis under

such circumstances will occur in all men, not

necessarily being restricted to those who have a

“predisposition” to psychiatric illness. Indeed, it

is most difficult to predict whether a “predisposi-

tion” to psychiatric illness will eventually result

in an overt psychiatric disorder in the military.

Men who have a history of neurosis may perform

well in the service. This calls into question the

process of induction screening. Overt psychotic

and mentally deficient individuals should be ex-

cluded from service, but the army’s experience in-

dicates that the determination of whether other

clinical categories should be excluded is a difficult

task indeed.

The book also points out the value of placing

psychiatrists at the front with the soldiers. Rapid

evaluation, treatment and disposition, in this set-

ting, are effective in preventive psychiatry.

Arthur W. Epstein, MD

PUBLICATIONS RECEIVED
Hoeber Medical Division, Harper & Row, N. Y.

:

Modem Treatment: Treatment of Common Aller-

gic Problems, Roy Patterson, MD, Guest Editor,

and Rehabilitation, Daniel J. Feldman, MD, Guest

Editor.

The C. V. Mosby Co., St. Louis: Appraisal of

Current Concepts in Anesthesiology, Vol. 4, by

John Adriani, MD; Symposium on Surgical and

Medical Management of Congenital Anomalies of

the Eye, Transactions of The New Orleans Acad-

emy of Ophthalmology; The Ophthalmic Assis-

tant: Fundamentals and Clinical Practice, by Har-

old A. Stein, MD and Bernard J. Slatt, MD.

Charles C Thomas, Publisher, Springfield, 111.:

Intestinal Antisepsis, by Isidore Cohn, Jr., MD.
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Symposium on ater Pollution*

• The authors present the introduction in the symposium. They

stress that we in New Orleans may now have confidence that our

water supply is not polluted with infectious agents.

Introduction

^yATER p0nution has been a problem

of the city of New Orleans since its

founding. This is not surprising since the

selection of the site for New Orleans was
not based on considerations of health at

all, but rather on military, economic and
political ones. You may recall that the

building of this city was part of a “Great

Society” plan of its day, later known as

the Mississippi Bubble which was sup-

posed to expand the French economy, re-

duce unemployment and create wealth.

Rain Was Primary Source

During a large part of the existence of

New Orleans, the primary source of drink-

ing water was rain which was stored in

cisterns. Although this was relatively safe

if it were protected from pollution, the cis-

terns were an important source of Aedes
aegypti mosquitoes, the vector of yellow

fever. Other persons used wells which
were dangerous sources of drinking water

in a time when human excrement was
emptied into the gutters or was carried

through the streets for dumping into the

river.

With such conditions prevailing, it was
not surprising that cholera struck New
Orleans many times. The combined pesti-

lences of yellow fever and cholera repeat-

edly wiped out thousands of Orleanians

until late in the 19th Century. Thus in

•Presented to the Orleans Parish Medical So-

ciety, Tulane University School of Medicine, New
Orleans on May 9, 1967.

Dr. Jung is Director of Health, City of New
Orleans Health Department, City Hall, New Or-

leans.

Doctor Incaprera is a member of the New Or-

leans Board of Health.

RODNEY C. JUNG, MD
FRANK INCAPRERA, MD
CRAWFORD J. POWELL

earlier days, the concern was with pollu-

tion of the drinking water. Another im-

portant water problem of that day was
flooding. Means had to be developed to

drain the mosquito breeding swamps
which existed from Claiborne Avenue
northward.

Lake Pontchartrain

There was no concern then of pollution

of the recreational water of Lake Pont-

chartrain. The population was small and

the beaches were more mud than sand.

It would have taken a true prophet to

have predicted the lakefront reclamation

and the construction of the seawall. And
so the canals were dug and pumps in-

stalled, and now many years later we are

wrestling with the problems they cause.

Water Supply Not Polluted

We in New Orleans may now have con-

fidence that our water supply is not pol-

luted with infectious agents. We have rea-

son to be concerned whether chemical pol-

lution of our drinking water will become
a serious problem. Chemical pollutants

have in recent years provided unpleasant

tastes to our water, but we have no evi-

dence that chemical pollution has as yet

reached a degree to endanger health.

It seems that the water pollution which
interests Orleanians most today is the pol-

lution of the water of Lake Pontchartrain

along the New Orleans seawall and

beaches.

Epidemiologic Investigations

The relationship of polluted drinking

water to disease is readily demonstrated.

The public health literature abounds with

well documented epidemiologic studies re-
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lating outbreaks of disease to specific

sources of polluted drinking water. One of

the first classic epidemiologic investiga-

tions was, for example, the study of the

cholera which spread from the Broad
Street pump in London, England in 1854. 1

In contrast, statistically valid scientific

evidence relating pollution of recreational

water to disease is hard to obtain. There

have been many reports of incidents in

which polluted water was suspected of

being the cause of illness in bathers or

swimmers, but these are mostly accumu-
lations of circumstantial evidence rather

than proof.

Epidemiologic studies of disease in

swimmers must take into consideration

the fact that the human being is poorly

adapted for aquatic life. Specifically, he

has no inbuilt mechanism for shutting

water out of the upper respiratory tract;

he has no control of body temperature in

water; there is no protection against hy-

dration of keratin. Therefore, in any

group of swimmers more diseases can be

expected than in a group of otherwise

similar nonswimmers. Stevenson showed
that EENT infections constituted over half

the excess illnesses, gastrointestinal dis-

turbances one-fifth, and skin diseases the

remainder. 2 Inclusion blennorrhea is a

virus disease of the eyes which has been

definitely related to swimming.
An American Public Health Committee

in 1939 studied transmission of disease by
bathing water. 3 They encountered:

1) One case of typhoid fever in New
Jersey in 1923 which was attributed to

swimming in polluted water.

2) Two cases of typhoid fever in 1934

which were thought to have been con-

tracted by bathing in a highly polluted

stream.

3) At Winona Lake, Indiana, 144 cases

of shigellosis occurred. They were thought

to have been due to bathing in a lake pol-

luted by septic tank effluent.

4) In New York, an outbreak of gastro-

enteritis in six persons was attributed to

bathing in polluted water.

Tchefuncte River

In 1963, typhoid fever occurred in four

individuals who were swimming in the

Tchefuncte River. The four cultures of

typhoid bacilli were all phage type D9—

a

rare type. During the same period, there

were many cases of gastroenteritis includ-

ing salmonellosis in other individuals who
swam in the same site. A broken sewer
line was discovered just downstream of

the swimming area, and the discharge was
carried into the swimming area by the

tide.

Concern Based on a Chain of Reasoning

At present, our concern over pollution

of recreational water with sewage is based

on a chain of reasoning or syllogism:

1) It is impossible to swim with as-

surance that the water will not be in-

gested unless some type of diver’s suit

is used.

2) Infectious diseases are transmitted

by ingestion of excrement contained in

sewage.

3) Therefore, swimming water con-

taining sewage as a pollutant is unsafe.

This is, of course, the same line of rea-

soning which is applied in other areas of

sanitation, as for example, food sanitation.

The problem in water pollution is the es-

tablishment of a standard, whereas stan-

dards have long ago been established for

bacterial contamination of food.

Standards for swimming water which
are utilized in communities vary widely.

Many, probably most communities, avoid

the problem by not testing recreational

water. Others require a complete absence

of coliform bacteria.

Health Dept. Has Accepted Responsibility

In New Orleans, the Health Department
has accepted responsibility of surveillance

and public information. This responsibility

becomes an onerous one indeed with the

realization that the Health Department
does not have the means of correcting the

polluted condition which it detects and

reports. This is a state of affairs incompre-
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hensible to a large segment of the popula-

tion—rich and poor, educated or ignorant.

Solutions Lie in Engineering Science

We hope that one of the results of this

symposium will be that some of you will

leave this meeting with the understanding

that although the problems we are dis-

cussing are health problems, their solu-

tions lie not in medical science but in engi-

neering science. It is for this reason that

the principal part of the program will be

given over to a non-medical specialist.

Coliform Count

The New Orleans Health Department

has accepted as reasonable the recommen-
dation of the State Board of Health in

adopting a coliform count of 1000/100 ml
as the maximum considered safe for swim-
ming. This is an arbitrary figure and

could just as well be higher or lower. Ex-

perience of several years has shown, how-
ever, that Lake Pontchartrain water is not

continuously polluted. That is, the bac-

terial count tends to be well below 1000

unless sewage is introduced. Introduc-

tion of sewage into the water is detectable

not only by increase in bacterial count but

also by the presence of detergents in the

drainage canal discharges. When such dis-

charges occur, the coliform count is likely

to be many times 1000/100 ml.

We are naturally troubled by the fact

that while we count coliform bacteria, the

agents most likely to be causing disease

in swimmers are viruses, such as infec-

tious heptatitis virus. Unfortunately, no

practical method of detecting these viruses

in swimming water is available.

Conclusion

We have been asked, “If you cannot

prove that the polluted lake waters are

causing disease, why do you post signs

that the beaches are closed for swim-
ming?” The answer is that swimming in

sewage even in dilute sewage must be

accepted by us and the public as unhealth-

ful or we have surely taken a step back-

ward. Furthermore, unless a standard is

set and is adhered to in spite of criticisms

and wishful thinking, there will be no in-

centive for improvement and conditions

will inevitably worsen to the point where
the pollution of the lake will be evident to

the nose without having to resort to the

coliform count.
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The striking change that has taken place in America in our methods of earning a

living and the changes that are in prospect for the future greatly improve our opportuni-

ties for utilizing the skills of the handicapped. There are more and more jobs to be filled,

and there are fewer and fewer of them which require the physical dexterity which
a handicapped person may not have . . . W. P. Gullander, president, National Association

of Manufacturers,
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Sources of Water Pollution in New Orleans

and Methods of Control*

• The author presents a very interesting and comprehensive report

on water pollution and the function of the Sewerage and Water

Board in relation to the problem.

\ S long ago as 1890, the leading mem-
bers of the community realized that

if the city were expected to continue its

growth, efforts to reduce disease, fever and

pestilence by rectifying the deplorable

sanitary conditions would have to be un-

dertaken.

Their prudent decision was for the es-

tablishment of a board that would admin-

istrate the planning, construction and

operation of water, sewerage and drainage

facilities for the city. At that time, water

was available only as rain collected and

stored in cisterns or as raw water pumped
directly from the Mississippi River. A
sewerage collection system was nonexis-

tent; the entire city was dependent upon
the outdoor privy which at its best oper-

ated ineffectively because of the soil’s con-

dition and high ground water table. Be-

cause of its saucer like topography, the

city could not depend upon natural drain-

age, and as a result it was subjected to

periodic flooding either by the river, Lake
Pontchartrain or from high intensity rain-

fall.

S&WB Created

Although charged with providing and

operating the water, sewerage and drain-

age systems exclusively for the city of

New Orleans, the Sewerage and Water
Board was created by an act of the state

legislature in 1899, and it is under the pro-

visions of this amended act that it is func-

tioning today.

*Presented to the Orleans Parish Medical So-

ciety, Tulane University School of Medicine, New
Orleans on May 9, 1967.

fMr. Powell is Asst. General Superintendent,

Sewerage and Water Board, New Orleans, La.

CRAWFORD J. POWELLf
New Orleans

Has Extended Services

The benefits to the health and welfare

of the community as a result of this action

were soon apparent and as a result, the

Sewerage and Water Board has extended

its services to an ever growing community
until today we represent a utility, operat-

ing in the developed sections of the city,

the following facilities:

1. Two water purification plants,

pumping stations and distribution sys-

tem.

2. A sewerage collecting system and
sewage treatment plants.

3. A system of drainage collection

canals and 13 large pumping stations

having a capacity exceeding that of any

equivalent area in the world.

4. An electrical power station and un-

derground transmission system for the

operation of these facilities exceeded in

capacity only by our local power utility

company.

Interest in Water Pollution Twofold

As each of the three services, water,

sewerage and drainage, involves either the

treatment or disposal of large quantities of

water, our interest in the problem of water

pollution is twofold: 1) in regard to the

quality of the Mississippi River water

which serves as the raw water supply for

our city; 2) the problem that emanates

as the result of the disposal of sewage and

drainage to receiving waters.

Pollution of Mississippi River

First let us consider the pollution of the

Mississippi River and its relation to the
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treatment capabilities of our Water Puri-

fication Plant.

Pollution of a stream may be defined as

any alteration in the quality of the water

that may deter or prevent its downstream
water usage. It includes not only the

effect of man’s usage of the stream and

any waste that he may dispose of thereto,

but, also, any natural phenomenon that

may alter its quality. In evaluating the

extent of stream pollution, there are two
major criteria: bacteriological and chemi-

cal qualities; and, at times, physical prop-

erties may be significant.

Purification Process

Of first consideration in any purification

process is its ability to consistently pro-

duce a water of high bacteriological qual-

ity. Fortunately, this has presented no

problem for us, for although the bacteri-

ological quality of the Mississippi River

has deteriorated consistently over the past

years, our purification process has been

able to adequately treat and produce a fin-

ished water meeting the rigid standards of

the US Public Health Standards for inter-

state carriers. Compliance with these

standards is demonstrated daily by sam-

pling and testing some 15 points in our dis-

tribution system. Although these quality

evaluations assure us of control over the

ordinary water borne diseases, virus con-

tamination of surface water supplies has

always been a controversial subject; and

effective treatment methods as well as

routine test procedures to evaluate their

inactivation or removal are long overdue.

Contaminants Classified

In regard to the chemical quality of

river water, there are five classifications

of contaminants that are of concern in

maintaining finished water quality:

1. Complex organic compounds dis-

charged as industrial wastes.

2. The growth of microorganisms or

algae in the river or its dammed tribu-

taries during low water flow.

3. Inorganic compounds discharged as

industrial wastes.

4. Floating contaminants such as oil,

creosote, grease, etc.

5. Salt water intrusion from the Gulf

of Mexico.

Quality of Finished Water Influenced

Contamination as a result of organic

wastes or microorganisms may contribute

taste and odor problems that influence the

quality of our finished water. The taste

and odor associated with such pollution

may vary in description from medicinal,

woody, chemical, oily, earthy, etc., with

each compound having its own taste

threshold concentration. As low river

stages are conducive to the growth of algae

and offer less dilution to industrial wastes,

these taste and odor problems are encoun-

tered more frequently during fall and win-

ter. Although the majority of these con-

taminants are only evident as taste and
odor problems, there always exists the

possibility of a toxic or unfavorable physi-

ological reaction to the water consumer
even in these minute concentrations.

Contamination by Endrin

An example was contamination of our

water source by the pesticide Endrin. In

the concentration involved, this contami-

nant exhibited no taste or odor; and only

a minor reduction occurred in the conven-

tional water treatment process. Fortu-

nately we were alerted of its presence by
various kills of fish and marine life; and

the federal government, after an exten-

sive investigation, located the major
sources of pollution and reduced them to

tolerable limits.

Improved Analytical Methods

Improved analytical methods such as

the carbon adsorption technique and chro-

matography have been valuable advance-

ments for the detection and identification

of various organic contaminants. Our lab-

oratory assists in the routine collection

and preparation of such samples by carbon

adsorption and forwards them to the

Water Pollution Control Administration

for analyses. More emphasis is now being

placed upon the results of such analyses;
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and a correlation between water treatment

methods and the removal of organic com-
pounds is being studied. Perhaps water

purification methods in the future will

have the capability; and quality standards

will dictate that all organic matter be re-

moved from our potable water supplies.

Reduction of Taste and Odors

Our first efforts to reduce taste and

odors during periods of poor river water

quality was in the 1930s. At that time,

activated carbon was added when con-

sumer complaints reached such propor-

tions that the additional treatment was
felt justified. Provisions for storing and

feeding carbon were inadequate; and even

with only an occasional decision to feed

carbon, we were unable to adequately and

promptly institute treatment. Transient,

or taste and odor problems of short dura-

tion often passed undetected through the

treatment plant resulting in erratic water

quality in the distribution system.

Subsequent Efforts

Subsequent efforts to install taste and

odor treatment methods on a permanent

and continuous basis were made eight

years ago when we installed super-chlori-

nating equipment. Normally a water plant

will apply small chlorine doses for the

sterilization of its finished water. In super-

chlorination, however, the raw water en-

tering the plant is subjected to large doses

of chlorine in an attempt to oxidize any of

the taste and odor producing substances.

This treatment is still in use and we feel

that it has been very successful in improv-

ing the quality of our water and that the

additional expenses incurred have been

justified.

Treatment Not Altogether Effective

Unfortunately, however, we have ex-

perienced that this treatment is not effec-

tive in reducing all types of taste and

odors and that certain substances, particu-

larly those wastes from the petro chemical

industries, are not effectively treated; in

fact, the taste and odor may even be ac-

centuated or increased in intensity by the

chlorine reaction. Two incidents occurred

in 1960 and 1962 when the discharge of a

waste containing phenol from an industry

in the Baton Rouge area created havoc

with our water quality. In this instance,

the chlorination was ineffective in reduc-

ing the phenol taste and combined with

it to produce a more intense taste condi-

tion.

Potassium Permanganate Treatment

In order to supplement this chlorination

treatment and provide complete and effec-

tive taste and odor control for most types

of contamination, we have been experi-

menting with potassium permanganate
treatment. Results have been encouraging

and although we originally contemplated

only resorting to this treatment when the

taste and odor threshold was high, we are

now feeding on a continuous basis to be

assured of treatment at all times.

Although we have not abandoned the

plan covering provisions for the storage

and feeding of activated carbon, such an

installation involves considerable financial

outlay and, therefore, we are awaiting

further evaluation of the permanganate
treatment before proceeding.

Inorganic Compounds

Thousands of tons of inorganic com-
pounds are disposed of by industry to the

river every day. Although, these are re-

stricted to nontoxic elements and radicals,

their contribution to the normal mineral

content during low water periods is appre-

ciable. Although concentrations have not

reached recommended maximums for an

acceptable supply, increased concentra-

tions have resulted either in additional

costs for water purification or a degrading

of quality for many water uses. A con-

tinuous analysis primarily for inorganic

substances is being provided by the federal

government to monitor water quality at

our raw water intake. We are looking for-

ward to this providing valuable informa-

tion in regard to variation in raw water

quality. :
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La. Stream Control Commission

Considering the huge complex of chemi-

cal industries on the river between New
Orleans and Baton Rouge, we would nor-

mally expect serious impairment of water

quality as a result of their operations.

Such conditions could well have developed

had it not been for the Louisiana Stream

Control Commission in their regulating

the disposal of wastes by these industries.

Although, we have at times disagreed with

some of the permits granted to industry

by the commission, we feel that it has

done a commendable job in maintaining

river water quality during a period of tre-

mendous industrial growth. Its compliance

with the Federal Clean Water Act of 1965

in establishing water quality criteria is

also welcome as a means for the better-

ment or maintenance of river water qual-

ity.

Oils and Greases

One of the most frequently occurring

pollution problems confronting our treat-

ment plant concerns floating or emulsified

oils and greases. These are usually trace-

able to marine operations on the river and

may be the result of refueling, collisions or

deliberate discharge of oil laden bilge

water. Although, the heavy oils are more
of a nuisance problem and must be re-

moved by manual skimming from the

treatment basins, the light volatile and

emulsified oils may result in severe taste

and odor removal problems. Surface

sprays and deep baffling of our raw water

intake have been partially effective in pre-

venting these wastes from entering the

plant.

Salt Water Intrusion

Salt water intrusion from the Gulf of

Mexico is a natural phenomenon resulting

in periodic pollution of the river for some
116 miles upstream from the head of the

passes. This influx of Gulf water occurs

during low river discharges when the head

created by the differential in specific grav-

ity between the fresh and salt water ex-

ceeds the head conditions of the river dis-

charge. Under these conditions, a wedge

of brine advances upstream along the bot-

tom of the river with the fresh water flow-

ing downstream at the surface. The loca-

tion or advancement of the head of the

wedge is dependent upon two factors: the

river discharge and the duration of the low

discharge period. As a relatively sharp

interface exists between the salt and fresh

water counterflow, little effect upon water

quality is noted until the head of the

wedge advances well above the location

of a water intake. It is then that the attri-

tion of the wedge by the flow of fresh

water results in an increase in fresh water

chlorides. As the intakes from both the Al-

giers and Carrollton Water Plants are

located within the limits of the wedge ad-

vancement, both water plants are vulner-

able to pollution from this source. Our
records, over a period of 40 years, indicate

that on 9 occasions the wedge has ad-

vanced beyond our Carrollton Intake

while on 11 occasions it has advanced be-

yond our Algiers Intake, some 9 miles

downstream. During these occurrences,

however, on only one occasion did the

chloride concentration exceed the US
Public Health Service’s recommended
maximum concentration of 250 ppm at

Carrollton, while at Algiers this concen-

tration was exceeded seven times. As the

250 ppm maximum is the approximate

taste threshold for chlorides, those occur-

rences below 250 have not met with any
appreciable customer complaints. The in-

crease in chlorides of course is not the only

impairment of water quality for a corre-

sponding increase in other mineral matter

associated with Gulf water is also experi-

enced. The increase of sulfates, calcium

and magnesium are detrimental to many
industrial water uses.

Future Plans

The most promising plan under investi-

gation is a joint venture by the Sewerage
and Water Board and the US Geological

Survey to study the quality and potential

of artesian wells in the New Orleans area.

The area under investigation is in north

Lake Pontchartrain and, to date, 13 test

wells have been drilled. Preliminary re-
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ports indicate there is an abundance of

quality water in the northeast section of

the lake approximately nine miles off-

shore. If developed, this water may not

be available to the entire city; however,

we are optimistic that the supply will be

suitable to meet the requirements of the

entire section of the city east of the Indus-

trial Canal. These wells would not only

offer a quality water to this newly devel-

oped area but would assure the entire city

of an emergency survival supply in the

event of gross contamination of the Mis-

sissippi River either by chemical waste

pollution, atomic fallout, destruction of

our present purification facilities or other

catastrophes.

Board’s Function and Relation to Problem

When originally planned and con-

structed there were no sewage treatment

processes nor any downstream commu-
nities dependent upon the river as a source

of water supply and, therefore, disposal of

the city’s untreated sewage to the river,

downstream from our water supply in-

take, was a proper choice. As a result of

the high velocity and dilution offered by
the river’s flow, no problems were created

by eventual disposal to the Gulf of Mex-
ico.

Growth of the city and growth of the

downstream communities during the past

two decades, however, have greatly in-

creased the area’s water supply and sew-

age disposal requirements that are accom-

modated by the river; and as a result,

downstream water users have experienced

a continual degradation of water quality.

Similar to other problems encountered

in controlling and limiting the level of pol-

lution to maintain water quality for down-
stream usage, corrective action to relieve

the conditions resulting from the disposal

of the city’s sewage has become an obliga-

tion of the board.

Consultants Employed

Recognizing this obligation, consultants

were employed in 1962 to prepare an over-

all plan for the construction and financing

of sewage treatment works for the entire

city. Immediately following the comple-

tion of this report, design of a treatment

plant for the city on the east bank was
begun. Unfortunately, the capacity and
degree of treatment offered by the plant

had to be limited to our financial capabil-

ity; and, therefore, its design provided pri-

mary treatment and a capacity to treat

only one-sixth of the east bank’s sewage.

The expenditures for this project amount-
ed to about $6,500,000 and even with 30

percent and 50 percent federal grant as-

sistance, this was a great drain on the

board’s finances. In regard to its financial

status at that time, I might explain that

the operating costs of our sewerage sys-

tem were subsidized by our water reve-

nues, and the financing of capital improve-

ments were from monies derived from
millage tax collections which also sup-

ported water and drainage improvements.

Sewerage Service Rates Provide

Necessary Revenue

As these funds were entirely inadequate

to meet the operating and capital expendi-

tures for an expanded sewage treatment

program, legislation was enacted in 1964

to permit the board to assess a sewerage

service charge on all users of the system

and to devote such funds exclusively to the

operation, maintenance and expansion of

the system. Sewerage service rates were
effective May 1, 1967. They provide the

necessary revenue to permit the board to

proceed with its planned program for the

construction and operation of treatment

facilities for the entire city as well as pro-

viding for the normal operation and ex-

pansion of the collecting system. Capital

improvement and replacement costs of

more than $29,000,000 are anticipated for

the entire system for the 10-year period

1966 through 1975 of which $16,000,000 will

be devoted to the construction of treat-

ment plants. Operating and maintenance

costs are expected to increase from an esti-

mated 2.3 million in 1967 to 3.6 million by
1975. The priority of projects in this pro-

gram will be:

First. Construction will begin this
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year on a 10 MGD treatment plant on

the west bank. This plant will provide

complete treatment, and its capacity will

meet the requirements of the Algiers

area for approximately ten years.

Second. Concurrent with the above

and following project will be the con-

struction of force mains and pumping
station modifications. Diverting sewage
that previously was discharged to the

river at many locations to the site of a

sewage treatment facility is one of the

major items of expenditure for an old

city proceeding with a sewage treatment

program.

Third. Expansion of the present east

bank treatment plant is scheduled for

1969. Capacity will be increased from 23

to 103 MGD and will provide primary
treatment for the entire city on the east

bank of the river.

Federal grants will be applied for to as-

sist in the construction of all of the above

projects.

Another Pollution Source

It is important to note that although the

bacterial contamination of the river down-
stream from the city is primarily a result

of our discharge of raw sewage, another

source of pollution that must not be ig-

nored is the contamination contributed to

the river in its 10 mile flow through the

port and industrial area. Although, there

is no discharge of the city’s sewage in this

reach of the river, coliform counts usually

exceed five times those determinations

made on water upstream from the city.

As this is not a responsibility of the Sew-
erage and Water Board, we are recom-

mending that other agencies investigate

this condition.

Providing facilities for the prompt re-

moval of storm water from any urban area

is an important public health requirement

for the growth and development of the

area.

Lake Pontchartrain

Like any other metropolitan area, the

greater part of New Orleans and the east

bank of Jefferson Parish, must depend
upon the contiguous natural body—Lake
Pontchartrain — for the disposal of all

storm water. Because of the topography,

however, it is only incidental that storm

waters must be pumped to the lake rather

than being disposed of by gravity as in

other cities.

Lake as Point of Disposal

The early planners and designers of

our drainage facilities selected the lake

in lieu of the river as a point of disposal

after consideration of the power costs and
capability of high capacity pumps required

to operate against the flood stages of the

river. The impracticability of collecting

and conveying water to the higher ground

elevation along the river front was also

a determining factor.

Discharge or Outfall Canals

Present discharge of drainage from the

metropolitan area to the lake is accom-

plished by four canals in Jefferson and
five in Orleans Parish. These discharge or

outfall canals vary in length from a few
hundred yards with pumping stations lo-

cated relatively close to the lake, to canals

several miles in length with one or more
stations located in the highly developed

sections of the city. Examples of these

are the Citrus Pumping Station located

near the lake on the Citrus Outfall Canal

and the London Avenue Outfall Canal

that receives the discharge of Station #4
at Prentiss Avenue and Station # 3 at Lon-

don Avenue and N. Broad Street.

Pumping station capabilities to all out-

fall canals to the lake in Orleans Parish

amount to 17,760 c.f.s.

Fish Kill

In the fall of 1962, a fish kill in the lake

prompted local and state health authori-

ties to sample and test lake water quality.

As a result, it was brought to light that

the bacteriological quality of the water

was below acceptable standards in the

recreational areas. It might be added that

the fish kill was in no way attributable

to these findings, and explanations at the
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time suggested pesticides or a natural fish

disease as the contributing factor.

Bacteriological Tests of Lake

Further bacteriological tests of the lake

indicated that immediately following any
prolonged pumping of storm water to the

lake that the quality of water in the rec-

reational areas would deteriorate below
established standards of 1,000 coliforms

per 100 ml.

The contamination was restricted to

shore areas, as samples taken in the outer

reaches of the lake showed no adverse

effects on overall quality. It was further

observed that pollution was limited pri-

marily to an increase in bacterial count

with little or no adverse effect upon chemi-

cal quality such as toxicity or oxygen de-

pletion. Continued testing in the recrea-

tional areas demonstrated normal water

quality in approximately 36 hours after

pumping is discontinued.

Extensive Sampling Program Instituted

Confronted with the problem, the Sew-
erage and Water Board instituted an ex-

tensive sampling program to study the

quality of water being discharged by its

pumping stations. Continuing the investi-

gation as to the sources of this contami-

nation, we arrived at what we consider

the two major factors:

1) An interchange of flow that takes

place between the sanitary sewerage

system and the storm water drainage

system.

2) The quality of storm water runoff

that is inherent in a metropolitan area.

In regard to the first factor, this refers

to a condition that was found to exist be-

tween the underground collection piping

of the two systems, whereby, although the

two systems are entirely independent and

physically separated many feet under-

ground, the pipe joint leakage allows a

certain transference of flow between the

two systems. Although, many cities have

a combined storm and sanitary sewerage

system where bypassing to the nearest

stream must be resorted to when the wet

weather flows exceed the capacity of their

sewage treatment plants, New Orleans is

fortunate in having separate systems, but

on the other hand, it is unfortunate in

having a very unstable soil condition

which we feel is one of the contributing

factors in pipe joint failures.

Reverse Flow Major

Contamination Source

Storm drainage piping is usually in-

stalled at a higher elevation than that of

sanitary sewers and, therefore, during dry

weather there is little opportunity for a

flow from the sewerage to the drainage

system. During heavy rains, however, the

water in the drainage system rises rapidly

and a rapid underground transference oc-

curs from the drainage to the sewerage

piping. As the elevation of water is low-

ered by pumping station operations there

is a reversal of flow from the sewer to the

drain piping. It is this reverse flow that

we feel is the major source of contamina-

tion to our drainage system. This is in

contradiction to previous thinking when
it was assumed that dry or light rainfall

flow was the major pollution problem con-

fronting our drainage operation; and,

therefore, every effort was made to pump
this flow either to the Mississippi River

or Bayou Bienvenue. In dry weather and

light rain, drainage flow is certainly of

poor quality, and we will continue to han-

dle it in this manner; however, consider-

ing the huge volume of water pumped to

the lake during moderate and heavy rain-

fall, we now feel that this transference

problem between the two systems is the

major factor.

Contamination of Runoff Water

The second contributing factor to drain-

age water pollution is merely the contam-

ination of runoff water resulting from the

wash down of a densely populated area.

This is easily demonstrated by sampling

water off the streets before it enters the

drainage collection system. Contamination

of this type has been verified and is a

problem in many other cities.
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Concerted Effort Has Been Made

Ever since the Sewerage and Water

Board was first cognizant of the pollution

problem existing in the recreational areas

of the lake, a concerted effort has been

made either to improve the quality of our

drainage water discharged to the outfall

canals or to reduce the contamination

along the shore of the lake by methods of

treatment or dilution.

Action Resume

A resume of the action taken is as fol-

lows:

1) A pilot study was made to deter-

mine the extent and cause of the inter-

change of flow between the sanitary

sewerage and storm drainage systems.

As explained previously, this survey re-

vealed extensive interchange between

the two systems, and it may appear that

the board should have taken steps to

rectify this condition. Considering the

cost of repairing or relaying 1,200 miles

of sewer mains as well as house connec-

tions, such a project was far beyond the

financial capability of the board.

2) A survey was made and correc-

tions were instituted of any unautho-

rized sewerage discharges into the 17th

Street Outfall Canal. These unautho-

rized connections were comprised of

business establishments at the lake front

as well as boat houses in the inner and

outer Yacht Harbor.

3) The dredging of the mouths of the

London and Orleans Avenue Canals

some 800 feet out into the lake was ac-

complished in order to remove shoals

and divert the drainage discharge into

the deeper reaches of the lake. We feel

that this has been beneficial in dispers-

ing these discharges and thereby per-

mitting greater dilution with the lake’s

water.

4) Experimental chlorination equip-

ment was installed to treat a limited

capacity of the Orleans Canal Pumping
Station to study the effectiveness of this

treatment in reducing the bacterial

count of the water discharged to the

lake.

5) A policy was adopted whereby all

future pumping stations discharging to

the lake will be provided with chlorina-

tion equipment to meet the full capacity

of the station.

6) In order to minimize the exchange

of flow between the sanitary and storm

drainage systems, the board has revised

and adopted rigid specifications for the

construction and acceptance of all fu-

ture drainage and sewerage lines. This

minimizes structural failures and result-

ing joint leakage within the system. In

the planning and layout of new systems,

we are endeavoring to separate them
physically as great a distance apart as

practical. We are also optimistic in re-

gard to the improved pipe joints and
materials now available and feel that

they will provide and maintain a more
reliable system in our unstable soil con-

ditions.

7) An extensive city-wide survey has

been completed in order to locate and
investigate the condition of any physi-

cal by-pass between the storm and sani-

tary sewerage systems. Any defects or

improper operating procedures are now
being corrected.

Some Reduction in Pollution

We feel that the action which was taken

by the board, has resulted in some reduc-

tion in the pollution contributed by the

discharge of drainage water to the lake;

however, a complete solution to the prob-

lem has not as yet been achieved. After

an analysis of all factors involved, it is

the board’s opinion that the only satisfac-

tory answer will be found in some treat-

ment method of these waters before dis-

posal to the lake. A logical question the

layman might pose is “Why can’t the many
conventional waste treatment methods be

applied to our drainage system.” In reply

to this question, I point out two major

problems we are confronted with. The

first is the problem of rates of discharge.

When we consider the capability of pump-
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ing facility during heavy rains on just

one of our discharge canals to the lake of

7,000 c.f.s., this would require treatment

works in the order of 50 times that re-

quired to treat the entire city’s sanitary

sewerage. The second problem concerns

the location of the present pumping sta-

tion and discharge canals. These facilities

are located in highly populated residential

areas, and even if treatment works or hold-

ing reservoirs were economically feasible,

no construction sites would be available.

Methods’ Study Continued

Recognizing these two problems, the

board is continuing its study on methods

to accomplish treatment of the water with-

in the drainage discharge canals. As its

finances limited such investigation, appli-

cation was filed in 1966 with the Depart-

ment of Interior, Water Pollution Control

Administration for a demonstration grant

for the treatment of polluted storm waters.

This grant was approved for a project cost

of $1,400,000 and included providing treat-

ment facilities at our discharge station on

Orleans Canal, two discharge stations on

the London Avenue Canal and our Pump-
ing Station under construction on the St.

Charles Canal in the east Gentilly area.

The grant provided funds for a pre-evalu-

ation study, construction costs and post-

evaluation study over a three-year period.

Sodium hypochlorite and liquid chlorine

are the treatment chemicals under study;

and evaluation as to dosage, point of ap-

plication, contact time and residual effect

will be made.

Because of the problems that may be

encountered in feeding liquid chlorine at

the tremendous rates required for treat-

ment of the storm waters at high pump-
age rates, the use of sodium hypochlorite

is of interest in this study. Hypochlorite

may not only be transported and stored

with safety in the highly populated loca-

tions of our pumping stations; but relative-

ly simple inexpensive feed equipment may
be employed to apply the chemical at any
rates desired. As there is no available

source of high strength hypochlorite in

this area, the grant provides for the con-

struction of a preparation plant and de-

livery facilities to the test stations.

Conclusion

The project is now in its pre-evaluation

and design phase and we hope that in the

early part of next year treatment facilities

will be operable at some of the stations,

thereby permitting post-evaluation studies

of the treatment to proceed.

The handicapped worker has not only shown himself to be a good and competent

employee; he frequently brings something extra in the way of motivation. He tries

harder because he wants to show what he can do. As a result, employment of the

handicapped is no longer regarded as an act of compassion; it is a matter of good

business judgment . . . Thomas J. Watson, Jr., chairman of the board, IBM Corporation.
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The Squinting Child

• Early recognition of the squinting child by the pediatrician will

prevent needless loss of vision from amblyopia or "lazy eye."

npHERE are over 2,000,000 children in

the United States today who are par-

tially blind in one eye as the result of

amblyopia associated with strabismus. The
great pity is that nearly all of this blind-

ness is unnecessary; it is preventable.

In recent years the lay press has called

attention to this deplorable situation—

a

situation in which a child with a squinting

eye fails to receive competent medical

care at early enough an age to prevent the

development of amblyopia. As the public

becomes better informed as to the impor-

tance of early examination of children

with ocular deviations, the pediatrician

will find himself more than ever in a posi-

tion where he must be able to diagnose

strabismus in the eye of an infant or child,

clearly explain the ocular problems to par-

ents and arrange for appropriate treat-

ment by a pediatric ophthalmologist.

This paper is presented to give the pedi-

atrician the necessary background and in-

sight to understand strabismus. It outlines

a simple examination technique in which

a minimum of inexpensive instruments is

required.

Strabismus Defined

Strabismus (squint, heterotropia) is a

condition in which the eyes are not

“straight.” There are six muscles in each

orbit which insert upon the eye and move
it. The 12 muscles for the 2 eyes are fused

together in a remarkable neuroanatomical

system which enables them to be coordi-

nated in equal movements in all direc-

Presented at the 87th Annual Meeting of the

Louisiana State Medical Society, May 3, 1967, New
Orleans.

From the Department of Ophthalmology, Tulane

University School of Medicine, New Orleans.

ROBERT F. AZAR, MD
New Orleans

tions. At birth, this coordination is present

only in a primitive and imperfect form.

The child changes from infant to adult

by means of two distinct processes; physi-

cal growth and functional development.

Each supplements the other, and the

change is not normal and complete unless

both take place.

If there is an anatomic or physiologic

impediment to coordinated activity of the

two eyes, the goal of binocular single vi-

sion cannot be achieved.

Diplopia

What happens to vision when strabis-

mus develops? Since the eyes are not

“straight,” the patient sees “double.” Di-

plopia, to an infant or an adult, is an ex-

tremely disturbing experience. The organ-

ism adapts to diplopia through a curious

process of selective inhibition of vision in

one eye, called suppression. Suppression

in childhood develops shortly after stra-

bismus begins, while the adult with ac-

quired strabismus may never be able to

suppress his “double vision.” In the begin-

ning suppression is facultative, that is, it

is only active as long as both eyes are

open. The deviating eye retains its normal

visual acuity when the straight eye is cov-

ered or closed. If the infant continues to

favor one eye so that the opposite eye

habitually deviates, the vision in this devi-

ating eye is continually suppressed. In

time the nature of this inhibition changes

from facultative to obligatory. That is, un-

like facultative suppression in which the

deviating eye maintains normal vision, the

deviating eye in obligatory suppression

has suffered deterioration of vision. It is

this deterioration of vision in a squinting

eye that we call amblyopia.
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If amblyopia is recognized early, before

the child is five years old, it is usually a

reversible condition.

In infants and young children simply

covering or occluding the straight eye and

forcing the deviating eye to “fix” promptly

restores normal vision.

Early Recognition Essential

If strabismus and amblyopia are ne-

glected beyond this critical age they all

too often present an insurmountable ther-

apeutic problem. Despite significant ad-

vances in the treatment of amblyopia over

the past ten years, a “lazy eye” is still an

extremely difficult condition to eradicate

once it has become firmly established.

Only early recognition of strabismus and

the institution of proper safeguards can

prevent the development of amblyopia.

The pediatrician, then, has a great respon-

sibility in effecting this early recognition

of the squinting child so that proper steps

may be taken to prevent the development

of amblyopia.

Differentiation Required

It is a simple task to recognize the in-

fant with an obvious squint. On the other

hand, a child with a small angle deviation

may present a real diagnostic challenge.

The pediatrician must be able to recognize

the small angle (“cryptic”) squints and be

able to differentiate between pseudostra-

bismus and true strabismus.

Tests Outlined

Tests for muscular deviation fall into

two general groups: objective tests and

subjective tests. The younger the child the

more the examiner must rely on objective

testing. Generally, subjective tests of bi-

nocularity are too sophisticated for infants

and very young children, and for practical

purposes should be limited to the province

of pediatric ophthalmologists.

Three simple objective tests for a squint-

ing eye are the Hirschberg test, the Krim-

sky test and the cover test.

The Hirschberg test (Figure I, II) is a

simple and accurate test for diagnosing

45"

HIRSCHBERG TEST
Fig I. The Hirschberg test is a simple and ac-

curate method of diagnosing strabismus.

NORMAL ESOTROPIA

<£>
j

(<i@>

EXOTRQPIA RIGHT HYPERTROP1A

M1R5CM&ERG TEST
Fig II. Hirschberg test.

strabismus. A penlight is held one foot

from the child’s eyes, and the corneal re-

flexes are studied. By observing the posi-

tion of this reflex on the cornea, the phy-

sician can then estimate the amount of

strabismus (if any) that is present. For

example, if the corneal reflex appears to

be centered directly over the pupil, the

eyes are probably straight. But if the cor-

neal reflex is displaced nasally, the eye is

turned outward (exotropia). If the cor-

neal reflex is displaced temporally, the eye

is crossed (esotropia). Each millimeter of

displacement is equal to 7.5 degrees of arc
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or approximately 15 diopters. If the reflex

is centered in the pupil of the fixating eye,

the position of the reflex in the non-fixat-

ing eye in relation to the iris can be used

for calculating the deviation. For exam-
ple, if the pupil measures 4 mm and the

reflex in the non-fixating eye is at the

edge of the iris, the deviation is 2 mm or

15 degrees. If the reflex is midway be-

tween the edge of the pupil and the lim-

bus, the deviation is estimated as about

30 degrees, or if the reflex lies at the lim-

bus, the deviation is approximately 45 de-

grees. The Hirschberg test is a remarkably
accurate test. It is especially helpful in

examining infants and very young chil-

dren.

A more accurate estimate of squint can

be made with the Krimsky test (Figure

III) . It is a simple modification of the

Hirschberg test in which a prism is used

to center the corneal reflex. The point or

apex of the prism is used to “push” the

corneal reflex to the center of the pupil.

Thus in exotropia with the eye turned out-

ward (corneal reflex displaced nasally)

,

the prism is held apex out (base in) to

“push” the corneal reflex out to the center

of the cornea. If the eye is turned inward
as in esotropia (corneal reflex displaced

outward)
,
the prism is held apex in (base

out) to “push” the corneal reflex again to

the center of the pupil. If an eye is turned

upward (hypertropia) the corneal reflex is

displaced down, and the prisms must be

help apex up (base down) to center the

corneal reflex.

If there is only a small degree of squint,

neither the Hirschberg or the Krimsky
test may reveal it. One might reasonably

assert that if the strabismus is so small it

certainly is not a cosmetic problem; so

why is it so important? The answer is that

in “cryptic strabismus” or strabismus of

such a small degree (less than 5-10 prism

diopters) amblyopia is a frequent compli-

cation.

To diagnose “cryptic strabismus” and to

more accurately measure large angles of

heterotropia, one uses the “cover-uncover

test” (Figure IV,A,B,C,D). In this test, a

cover (plastic card, etc.) is placed in

front of one eye while watching the other

eye for possible movement. For example,

if the right eye were crossed and one cov-

ered (the left eye)
,

there would be a

movement of redress or an attempt to

straigthen the crossed eye so as to assume

normal or straight vision. Note that you

watched the uncovered eye for movement.

First the right eye is covered and the left

eye is watched for movement. Then the

left eye is covered and the right eye is

watched for movement.

To measure the squint and stop the

movement of redress in the deviating eye,

a prism is held in front of the deviating

eye in the same manner as with the Krim-

sky test. Thus in a right esotropia (the

right eye crossed) a prism is held apex in

(base out) in front of the right eye as the

left eye is covered. If the right eye moves

ESOTROPIA EXOTROPIA RIGHT HYPERTROPIA

KRIMSKY TEST

Fig III. The Krimsky test gives a more accurate estimate of squint.
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NORMAL EXOTROPI

A

RIGHT EYE .LEFT EYE
RIGHT EYE LEFT EYE

deviating ege
straightens

HYPERTROPIA

RIGHT EYE LEFT EYE

ESOTROPIA

RIGHT EYE LEFT EYE A.

A.

deviating ege
straightens

deviating ege
straightens

Fig IV. A,B.C,D. Cover-uncover test is used to

diagnose “cryptic strabismus” and to more accur-

ately measure large angles of heterotropia.
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out to assume central fixation, the prism

is strengthened until all movement stops.

A “prism bar” is a convenient and inex-

pensive tool for the “cover test.” The bar

is held in front of the deviating eye and is

raised until the proper strength prism to

stop movement is in place. Remember that

the cover is placed in front of the eye and
is then removed. It is not switched back

and forth from one eye to the other.

Pseudostrabismus

Pseudostrabismus is a condition in

which the eyes appear to deviate but actu-

ally are straight. It may be seen with epi-

canthus and with various abnormalities in

the shape of the skull, eg, hypertelorism.

Epicanthus

Epicanthus (Figure V) is a fold of skin

of the upper eyelid over the inner angle

Fig V. Pseudostrabismus (epicanthus). This

shows a fold of skin of the upper eyelid over the

inner angle of the eye.

of the eye. It gives an infant a “crossed

eye” or “oriental” look. This is because

very little “white” (sclera) can be seen

between the cornea and the epicanthal

skin fold. This is especially evident when
the child looks to one side and the ad-

ducted (turned in) eye disappears beneath
the nasal skin fold. By “pinching” the

skin over the bridge of the nose, the epi-

canthal skin folds may be lifted away from
the inner angle of the eye, revealing a nor-

mal amount of “white” and a straight eye.

Epicanthus seldom requires surgical cor-

rection as it disappears after the first few

years of life with development of the

bridge of the nose.

When there is a wide interpupillary dis-

tance, as in Crouzon’s disease, the eyes

Fig VI. When there is a wide interpupillary

distance, the eyes appear to “turn out.”

appear to “turn out” (Figure VI). How-
ever, the objective tests that are described

in this paper will indicate whether the

eyes are actually straight.

Management Steps

Once a diagnosis of strabismus is made,

what are the first steps in the management
of this condition?

The first and 'primary goal is to insure

normal visual acuity in each eye. The
pediatrician should determine the fixation

pattern of the infant and the visual acuity

of the child.

The visual acuity of an infant must be

tested by objective methods alone. The

mother is instructed to hold the infant on

her lap and to cover one of his eyes with

her hand. A penlight is held one foot from

the uncovered eye and is shown directly

into the pupil. As in the Hirschberg test,

the pediatrician determines if the corneal

reflex is central. If it is, he slowly moves
the light horizontally and then vertically,

noting whether the infant can accurately

follow the light and keep the corneal re-

flex “centered.” The mother then places

her hand over the opposite eye, and the
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previously covered eye is examined in a

similar fashion.

The simplest method of testing and mea-

suring sight in a preschool child is by

means of the “E” chart on which the letter

“E” is printed in different sizes and direc-

tions. The child is first made familiar with

the meaning of the letter “E” and its fin-

gers are compared to the legs of a table.

The child is shown a large cutout of a

letter “E” and is asked to hold his finger

in the same direction as the legs on the

letter. The position of the outstretched

hand is compared to the letters on the

chart. The child is then asked to tell

whether he sees the letters pointed out to

him. He is asked to indicate with his fin-

gers what direction the various letters

point. The chart is marked so that the

child’s answers can easily be translated

into 20/20, 20/30, etc.

The schoolchild is tested by means of a

simple Snellen chart consisting of letters

or numbers.

The examiner should remember that

testing visual acuity requires that the pa-

tient look attentively at the test chart or

object, wants to properly identify the ob-

ject, and reports correctly what he sees.

Young children have difficulty in looking

attentively at a distant object. Their world

is very much at their fingertips so it is

frequently easier and more accurate to

test them with a near vision chart.

The second goal in the treatment of stra-

bismus is “straightening the eye.” This

may be done with glasses, eyedrops or

surgery. Every attempt should be made to

straighten the eyes before the child is 18

to 24 months old. Early recognition of

strabismus by the pediatrician and, when
indicated, early referral to the ophthal-

mologist permits such early alignment of

the eyes.

Conclusion

Every infant and child should be exam-
ined for strabismus. Amblyopia should

always be suspected in the squinting child,

especially if there is poor fixation in one

eye. The visual acuity should be tested;

the eye should be dilated and examined
for other ocular diseases.

Keep in mind that strabismus may be

associated with serious ocular disease such

as retinoblastoma, glaucoma or cataracts.

By dilating the eyes and carefully examin-

ing the strabismic child, the pediatrician

can rule out these associated conditions.

The earlier that squint is discovered by
the pediatrician the better the chance of

preventing the development of an ambly-

opic eye. Early diagnosis permits early

“straightening” of the eye so that normal
binocular vision may be realized.

Discussion

George H. Jones, MD (Baton Rouge, La.); Doctor

Azar has comprehensively discussed one of the

most serious conditions in preventive medicine.

I can add nothing to this splendid paper but will

reemphasize some points.

The amblyopia or unilateral blindness is abso-

lutely preventable in almost 100 percent of pa-

tients if it is detected early enough—before 5

years of age and hopefully as soon after 6 months
of age as possible. The pediatrician or family

physician is in the best position to detect this.

The objectve tests that have been outlined are

quite reliable in patients under 3% ; and after

3% years, most children will read an animal chart.

A small amount of strabismus is just as danger-

ous as a large amount, in fact, it may be more
dangerous because it is more difficult to detect.

Qualitative tests are really all that are needed,

and the Hirschberg and cover-uncover tests must
be mastered which should require no more than

15 minutes of practice. It must be done on all

children routinely after 6 months of age and

should require no more than 15 seconds. If there

is any doubt at all, the child must be seen in con-

sultation by an ophthalmologist.

Recent experiments on primates suggest that

establishment of straight eyes should be done even

at ages less than one year to achieve best results,

although good results may be hoped for much
later; they become very difficult to achieve as the

child gets closer to six years of age.

This excellent paper should be restudied and

used by everyone who deals with the health of

children.
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Diagnostic Disease Survey in the

Private Physician’s Office

• A new dimension has been added to diagnosis. It is felt that mul-

tiple analyses should be used more frequently.

T T has been said that physicians spend
A too much time with disease and not

enough time with health.

As we perform our services in daily

practice and each patient presents himself

with an array of signs and symptoms, our

main objective is to make a diagnosis of

some disease. Certainly this is as it should

be. However, we should realize that as

medical science progresses the emphasis

is more and more toward the prevention

of disease. Our interests should, therefore,

be directed toward the discovery of slight

aberrations from the normal before they

become grossly pathologic and perhaps

irreversible.

Physician’s Office Proper Place

The proper place for such exploration

and interest in the prevention of disease

should be in almost every physician’s

office, the specialist’s as well as the family

physician’s office. Most patients are reluc-

tant to visit more than one physician at a

time. Therefore, while we are attending

the patient for a condition for which he
is actively concerned, he is more apt to

agree to a diagnostic disease survey, es-

pecially since this can be done at practi-

cally no inconvenience in the office and at

a realistic charge. This may reveal either

deviations from the normal which are re-

lated to the existing problem or may de-

tect deviations which neither patient nor

physician could have ever discovered

otherwise.

*Doctor Gaethe is clinical associate professor of

dermatology, LSU School of Medicine, New Or-

leans.

Reprint requests to 301 Medical Arts Building,

New Orleans, La. 70115

GEORGE GAETHE, MD, FACP*
New Orleans

Blood Profile Studies Readily Available

The purpose of this paper is to call at-

tention to the fact that recent advances in

the field of automated laboratory chemis-

try tests make it possible for most prac-

ticing physicians to make blood profile

studies readily available.

The Autoanalyzer* (which runs indi-

vidual tests on a series of samples, with-

out human assistance, once the initial set-

up is complete) and the Sequential Multi-

ple Autoanalyzer SMA-12** (which runs a

battery of tests on a series of samples)

have teamed up with the computers and

digital data processing equipment to pro-

vide an unprecedented time and labor-

saving device which should make blood

profiles available to many more patients

than ever before. 1

In a statement made before the Sub-

committee on Health of the Elderly of the

United States, Ralph Thiers indicated:

“.
. . The overall purpose of multiphasic

screening is to provide maximal assistance

to patient, physician, and medical prac-

tice ... At least five separate studies have

demonstrated that multiphasic screening

is medically valuable. In a controlled

study at Duke University Medical Center a

battery of 11 common chemical determina-

tions provided unexpected information

which proved of significant value to the

doctor in diagnosing or treating one pa-

tient in every twenty. The unexpected ab-

normalities observed were roughly equal

in number to those expected.” 2

*The Autoanalyzer is a tradename of Teehnicon

Instruments Corp., Ardsley, N.Y. 10052.

**SMA-12 is a tradename of the same company.
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Tests Vary

In the past, physicians have felt that

many patients should have certain routine

blood tests, for example, determinations

of hemoglobin, serology, cholesterol, or

glucose to name a few. The specific tests,

of course, vary with the type of specialty

that is involved. The gynecologist might

routinely suggest determinations of hemo-
globin, hematocrit, and serology. The
orthopedist may find need for uric acid,

calcium, phosphorus and hemoglobin de-

terminations. In dermatology, there is

frequent need for hemoglobin, glucose,

serology, and thyroid function tests. It is

a relatively simple matter to expand these

routine procedures into the more valuable

and more comprehensive diagnostic dis-

ease survey. This is accomplished with one

sample of blood.

Necessary Equipment

The only equipment necessary is the

centrifuge which is already available in

most physicians’ offices. My routine survey

consists of a hemoglobin determination

which is done with a Rouy-Photrometer
(Leitz) a serology, and a thyroxine-by-

column chromatography added to the

Chemistry 12; this consists of glucose, urea

nitrogen, uric acid, cholesterol, total pro-

tein, albumin, transaminase (SGOT) lac-

tic dehydrogenase (LDH) alkaline phos-

phatase, inorganic phosphorus, calcium,

and total bilirubin. This test requires 8 ml
of serum.

Executive Group

The Executive Group is modified from

the Chemistry-12 Group to include thyrox-

ine-by-column, triglycerides, and a pro-

tein fractionation by electrophoresis in

place of total protein and albumin deter-

minations. This grouping of tests forms a

broad and effective base line for screening

of adults as part of routine checkups. This

group requires 9 ml serum.

Liver Function Group

The Liver Function Group may consist

of total bilirubin, transaminase (SGOT)
total protein, alkaline phosphatase, and

albumin. This requires only 6 ml of

serum. 1

Physician Decides

Naturally, each physician should make
his own decision as to which survey will

serve his needs best. Other tests, of course,

may be added such as sodium, potassium,

chloride, bicarbonate, creatinine, SGPT,
and the icterus index. It is inevitable that

in time these tests will become more wide-

ly used and will be available to millions.

Tulane Health Maintenance Project

In 1967, the Tulane Health Maintenance
Project was instituted. Its purpose is early

disease detection. The 12-Channel Auto-
analyzer, along with other screening tech-

niques, is utilized. Eventually, the center

will handle as many as 12,000 persons an-

nually. Doctor Joseph C. Barbaccia, proj-

ect director, has stated that “Making
such a wide range of tests available to

physicians is an opportunity for preven-

tive medicine not available in the past.” 3

Metropolitan Life Insurance Company
On March 13, 1967, the Metropolitan Life

Insurance Company announced its inten-

tion to use the 12-Channel SMA Auto-
analyzer for the benefit of their employees’

health. At a meeting of 1,000 sales man-
agers who were offered health screening

examinations, including automated blood

analyses, over 600 participated. As of July

26, 1967, the medical department was as-

sured of the reliability of the equipment;
and it was planned that later the equip-

ment would be utilized in connection with

routine health supervision of its employ-
ees. 4

Tests of Tremendous Value

In a personal communication from the

director of the Mullins-Pathology and
Cytology Laboratory, he stated that it was
his positive conviction that the tests were
reliable, practical, and of tremendous
value in the overall prevention and early

detection of disease. 5

Preparation of Cell Free Specimens

It is hoped that at this point many phy-

sicians will be interested in the actual de-
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TABLE I

INTERPRETATION OF THE RESULTS OF THE CHEMISTRY— 12

CHOLESTEROL
Increased

Diabetes
Hypothyroidism
Nephrosis
Chronic glomerulonephritis
Obstructive jaundice
Xanthomatosis
Celiac disease
Lipemia
Multiple sclerosis
Leukemia
Hemophilia
Pregnancy
Eclampsia

Decreased

Anemia
Hepatic insufficiency
Acute infections
Hyperthyroidism
Gaucher’s disease
Polycythemia
Inanition
Intestinal obstruction
Epilepsy

LDH
Increased

Heart infarct (24-72 hrs up to 7-10 days)
Leukemia
Carcinoma
Pregnancy (late)

Pancreatitis
Hepatitis

SGOT
Increased

Hepatitis
Heart infarct in 6 hrs up to 4 days
Pulmonary embolism with shock
Pancreatitis
Dermatomyositis

CALCIUM
Increased

Hyperparathyroidism
Polycythemia vera
Hypervitaminosis ID)
Multiple myeloma
Carcinoma (metastatic to bone)
Neurofibromatosis
Sarcoidosis
Bone diseases

Decreased

Hypoparathyroidism
Renal rickets
Tetany-
Osteomalacia
Vitamin D deficiency
Idiopathic steatorrhea
Sprue
Celiac disease
Severe nephritis
Nephrosis
Pneumonia
Pregnancy
Hemophilia calcioriva
Acute pancreatitis
Parathyroidectomy
Hypoproteinemia

TOTAL PROTEIN
Increased

Same as albumin plus
Lymphogranuloma venereum
Syphilis
Multiple myeloma
Sarcoid
Chronic hepatitis
Chronic granular disease

Decreased
Anemia
Sprue
Nephritis
Malnutrition
Nephrosis
Edema

TOTAL BILIRUBIN
Increased

A) Congenital Hemolytic Jaundice
Icterus neonatorum
Cooley’s anemia
Acute hemolytic anemia
Erythroblastosis fetalis

Transfusion reaction
Sickle cell anemia
Polycythemia
Drug reactions
Malaria
B) Liver Disease
Infectious hepatitis
Mercury, chloroform C C/A
Eclampsia
Acute yellow atrophy
C) Obstructive Jaundice
Inflammation, tumor or stone

Decreased

Hypochromic microcytic anemia

ALBUMIN
Increased

Dehydration
Shock
Addison’s disease
Burns
Severe vomiting

Decreased

Anemia
Sprue
Edema; renal, cardiac, nutritional
Glomerulonephritis
Hepatitis
Cirrhosis
Malnutrition
Nephrosis
Malaria
Schistosomiasis
Pregnancy with toxemia
Sarcoid

INORGANIC PHOSPHORUS
Increased

Nephritis
Pyloric obstruction
After pituitrin administration
Hypoparathyroidism
Starvation
During healing of fracture
Renal rickets
Hyperinsulinism
Hypervitaminosis
Uremia

Decreased

Rickets
Osteomalacia
Neurofibromatosis
Idiopathic steatorrhea
Myxedema
Lobar pneumonia
Sprue
Hyperparathyroidism
After insulin or adrenalin administration

GLUCOSE
Increased

Diabetes mellitus
Hyperpituitarism
Increased intracranial pressure
Coronary thrombosis
Hyperthyroidism
Chronic nephritis
Urinary obstruction
Shock
Infections
First 24 hrs. after severe burns

Decreased

Insulin effect
Hyperinsulinism
Hepatic insufficiency
Pancreatic adenoma
Carcinoma of islet tissue
Addison’s disease
Hypothyroidism
Starvation
Hypopituitarism
Pernicious vomiting of pregnancy

URIC ACID
Increased

Acute and chronic nephritis
Urinary obstruction
Metallic poisoning
Hypertension
Gout
Diabetes with acidosis
Following a high purine diet

After exercise
Leukemia
Polycythemia
Pernicious anemia
Malignant tumors with extensive necrosis
Acute infections
Cardiac decompensation
Intestinal obstruction
Eclampsia

Decreased

Pernicious anemia-relapse
Acute yellow atrophy of the liver

Salicylate therapy

BLOOD UREA NITROGEN
Increased

Nephritis, acute and chronic
Metallic poisoning
Polycystic kidney and urinary obstruction
Intestinal obstruction
Dehydration
Pneumonia
Peritonitis
Bleeding gastric ulcer
Bleeding CA stomach
Esophageal varices in cirrhosis of liver

Addison’s disease
Surgical shock

Decreased

Acute hepatic insufficiency
Nephrosis
Chronic wasting disease
Amyloidosis
Pregnancy

ALK. PHOSPHATASE
Increased

Diseases of the bone producing increased
osteoblastic activity; such as, osteomala-
cia, osteoblastic sarcoma, or metastatic
carcinoma (breast, lung, and prostate)

Osteitis deformans (Paget’s disease)
Neurofibromatosis
Myositis ossificans
Rickets
Hyperparathyroidism
Renal rickets
Hodgkin’s disease with bone involvement
Boeck’s sarcoid
Multiple myeloma
Hyperthyroidism
Obstructive jaundice
Infectious hepatitis
Occlusion of pancreatic duct
Idiopathic steatorrhea

Decreased

Hypothyroidism
Scurvy
Celiac disease
Severe chronic nephritis
Osteolytic sarcoma
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tailed procedure which is involved in

preparation of cell free specimens to be

shipped to the proper laboratory. The
laboratory must, of course have had quite

some experience in setting up normal

ranges and in adapting results into com-

puterized forms.

Procedure

My tests require about 30 to 35 cc of

whole blood. The specimen is drawn with

a 35 cc disposable syringe from the fasting

patient; and after removing the needle,

the blood is gently emptied into two 15 ml
centrifuge tubes. The hemoglobin speci-

men is drawn into a pipette from the top

of one of the tubes, is diluted, and the test

is performed with the photrometer. Then
the blood in both tubes (15 ml each) is al-

lowed to clot for one hour. Ordinary wood-

en applicators are used to separate the

clot from the sidewalls of the tube. The
clot is not removed from the tube. The
two tubes are centrifuged at a relatively

slow speed, for 10 to 15 minutes. If the

serum is not perfectly clear, it is decant-

ed and recentrifuged. Using a disposa-

ble 9-inch transfer pipette with a rubber

bulb attached, the serum is collected and

is placed in a plastic mailing tube.

It has been found that the glucose level

may be decreased due to the glycolytic

activity of cells or bacteria which may be

present in the specimen. Therefore, if the

specimen is to be mailed, it is desirable to

use a separate vial containing sodium

fluoride (NaF) as a preservative.

Although the following table is by no

means complete, it might be of value as

an aid in the interpretation of the results

of the Chemistry-12 6 (Table 1).

Purpose SGOT and LDH Tests

Since it is possible that many physicians

will not recall the purpose of the SGOT
and LDH tests, the following information

might be of value:

The group of enzymes called transami-

nase exists in the tissues of many organs.

Necrotic activity in these organs causes a

release of abnormal quantities of enzyme
into the blood. Since heart tissue is rich in

glutamic oxaloacetic transaminase, myo-
cardial infarction results in high SGOT
activities. It is also elevated with various

types of liver disease and sometimes with

renal diseases. 7

Lactic dehydrogenase is found chiefly in

the liver, heart, skeletal muscle, and ery-

throcytes. Its activity is used primarily for

diagnosis of myocardial infarction, al-

though increased activities may be found

with liver disease and various malignant

diseases. 7

In a study of 1,1084 individual profiles

on 832 different patients, approximately 50

percent of all patients screened were
found to have some profile abnormality.

About one in ten patients was found to

have one or more major abnormalities. 8

This figure is similar to that reported by
Scribner, Hutsell and Barnes. 9

The reports of Perry, 10 and Jungner
and Jungner 11 confirm that routine auto-

mated laboratory profile screening can be

justified philosophically, scientifically and

economically.

In my office, a survey of 336 patients

from May, 1967 through January, 1969

(128 males and 208 females) revealed

deviations from normal as shown in

Table 2.

In addition to these findings, nine pa-

tients had hemoglobins of 70 percent or

less.

All but 14 patients had nonreactive

VDRL. Four had positive FTA. These

patients all required investigation as to

previous treatment; and followup studies

were done.

It must be remembered that in a sur-

vey such as this any deviation no matter

how slight becomes a statistic. It is not

the purpose of this paper to interpret each

abnormality of these blood studies. Some
are definitely related to technique of col-

lection and to laboratory error. For ex-

ample, many of the low blood sugar values

are due to the fact that in the early stages

of testing the serum was shipped without

preservative, and bacterial overgrowth ac-

counted for loss of sugar. This has been

corrected.

Each patient was evaluated individually

90 J. Louisiana State M. Soc.



DIAGNOSTIC DISEASE SURVEY—GAETHE

TABLE 2

SURVEY OF 336 PATIENTS

Tests

No. of Cases
Showing

Deviation from
Normal Range Decrease Increase

1. T 4 (thyroxine-by-column) 46 26 20

2. Urea nitrogen 23 23 0

3. Uric acid 44 43 1

4. Glucose 46 19 27

5. Total protein 11 11 0

6. Albumin 5 0 5

7. A/G ratio 39 5 34

8. SGOT 34 33 1

9. LDH 47 45 2

10. Alkaline phosphatase 2 22 0

11. Inorganic phosphorus 13 9 4

12. Calcium 0 0 0

13. Bilirubin 5 5 0

14. Cholesterol 11 11 0

and where indicated was referred for fur-

ther study. These results indicate the need

for further investigation of certain sys-

tems, and by no means should we rush

into definite diagnoses which are based

on the results of laboratory tests alone.

Summary

It is my firm conviction that it is now
possible to add a new dimension to diag-

nosis. A new perspective has developed.

Most patients feel that the physician is

more interested in them as a whole. A
patient who has long felt that “Some-

thing must be radically wrong for me to

feel so badly, or so tired, etc.,” now gets

a little more assurance that in addition

to the normal physical examination, the

blood chemistry also reveals no gross ab-

normality. In this respect, the value of

normal findings in many instances is just

as important as the minor deviations that

are found.

As pointed out by Rardin
,

8 “.
. . Auto-

mated multiphasic health screening now
makes it possible for every physician to

serve not only as therapist but also as an

active participant in the prevention and
early detection of disease.”

It must be admitted that automation as

applied to the diagnostic disease survey

is in its infancy and must suffer problems

of maturation and adaptation until the

time when it can take its proper place in

the sophisticated world of modern medi-

cine. It is, however, a precocious child.

The laboratory of tomorrow is available

to the practicing physician today. All we
have to do is make use of the facilities

available to us.

It is my hope to stimulate more phy-

sicians to increase their ability to diagnose

early subclinical malfunction and to serve

our patients better by the use of auto-

mated laboratory techniques.
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Evaluating the Welfare Client

• The author relates the observations he has made in 17 years of

examining prospective welfare clients. The comments are those with

which many physicians will agree. The recommendations will not suit

the advocates of creeping socialism.

'T'O prepare me for a difficult and lack-
A luster job which had to be done, my

grandfather told me this story on the way
home from the railroad station. I was to

spend my last high school vacation with

my grandmother and him on the ancestral

acres, “Just to get the feel of the farm.”

He said, “Son, you just as soon make up
your mind right now to spend a lot of hot

summers if you don’t want to be cold the

following winters.” That was strange talk,

in early June, to a young man who had
great plans to fish and swing high for

three months. He explained that all of the

able-bodied men were in the fields and

that he and I had been delegated to cut

wood for the fireplace. There was no gas

in Avoyelles Parish in those days; but

there was plenty of swampland on which

to find firewood. In due time, we did get

the job done in spite of my spirited objec-

tions.

Application for Its Moral Teaching

While examining prospective welfare

clients, I have thought of this incident

many times; and frequently I find an

application for its moral teaching. So

often, too many individuals in our society

fail to “belly up” to the task of facing

a job that is either drab or unpleasant.

Consequently, they are unable to keep the

frost off the hearth when cold weather

arrives.

Welfare Examining Board Sessions

Seventeen years ago, I attended my first

Welfare Medical Examining Board Ses-

Reprint requests to 624 East School Street,

Lake Charles, Louisiana 70601.

FRITZ LaCOUR, MD
Lake Charles

sion, and since then my service has exam-
ined over 11,000 potential recipients of

governmental largess. These were in con-

nection with state and federal grants of

one kind or another. All examinations

were made in Calcasieu Parish; and, of

course, these followed policy lines deter-

mined by state and local services. Never
was any attempt made by another organ-

ization to direct or mold medical opinion

or evaluation procedures which were del-

egated to the medical team. All local

medical services, diagnostic and thera-

peutic, were used in accomplishing our

assignments. The facilities utilized, in-

cluded at times the Charity Hospital sys-

tem; and at no time did we fail to get

its cooperation. At times, one or another

of these services may have been a little

slow; but in the majority of cases, the

patient was not unduly penalized. There

were instances where a delay in services

actually worked to the advantage of the

patient and others involved. In some
instances because of broad background

information which was obtained by the

local Department of Public Welfare, the

department’s opinion did not agree with

that of the medical team; but physicians

are aware that their conception of a given

problem is medical and may differ from

the point of view of a professional welfare

worker. This actually caused no friction;

but it is an important factor which must

be considered when attempting to improve

the general quality of an evaluation ser-

vice.

Welfare Worker Needs Physician’s Help

It is apparent that it is most difficult for

the welfare worker to properly evaluate
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the productivity of a given client without

intimate medical participation. Probably,

because of a limited medical vocabulary,

especially in connection with the degree

of illness, the average welfare worker is

frequently too generous in the client’s

favor. Many people, in spite of serious

illness, are able to support themselves.

The average potential grantee is always

sicker while in the presence of his coun-

selor or while he is awaiting examination

by the medical board. Some of their ruses

are as clever as those that are used by
draft dodgers. With sufficient time and

adequate social information, the experi-

enced physician-evaluator can do a satis-

factory assay of the individual; and ulti-

mately he can present concrete health in-

formation to the people who make the final

decisions. This is especially true in bor-

derline cases.

Clients’ Assumed Prerogatives

Most clients come before the medical

examining team feeling that it is their

prerogatives to determine when and for

what reasons they will be eligible for

temporary or permanent grants. A prime

example, one that we encounter repeat-

edly, is the young male welfare applicant

with the nondebilitating fracture of the

upper or lower extremity. Despite receiv-

ing the very best medical and orthopedic

help, he invariably feels that his injury is

good cause (ipso facto) for him to become
a prolonged ward of the state. The minor

amputee is also very much of the same
opinion. Unfortunately, these people will

find many supporters within and outside

of the professional people who deal with

them. The point at issue is this problem

of “degree of debility.” Also remarkable

are the number who deliberately fail at

vocational rehabilitation, primarily be-

cause of this fixed idea. There is much
room for improving the evaluation of these

and many other categories of potential

recipients. Such persons will also need

proper direction by trained professionals

to help them overcome this serious psy-

chological hazard. The welfare indoctri-

nated woman caseworker, in my opinion,

is not the one to do this.

Allowances Spent Unwisely

My observations indicate that 30 per-

cent of grant recipients spend much of

their allowances unwisely. Now I do not

mean that buying a little candy for the

children or a church dress for their mother
are wrong. We must be human. However,
too many grant dollars are spent in the

local saloon or its equivalent. True, a client

needs an occasional drink to help him
bear his burden of boredom, but not at

the rate some have presently set for them-
selves. Closer evaluation and observation

by medical and welfare teams would alert

supervisors and caseworkers of this prob-

lem and similar situations.

Practical and Detailed Classification

Would Be Helpful

Possibly, a more practical and detailed

classification of clients with sharper dif-

ferentiation between sex would be help-

ful. The average man should be self-sup-

porting beyond the age of 60 if he has

taken good care of himself; but the aver-

age woman who has spent much of her

life with the family and out of contact

with the workaday world would have

trouble adapting to a job. One needs more
consideration while the other needs more
prodding. A person, frequently encoun-

tered, who needs more help, and who al-

ways has my sympathy, is the mother,

who for one reason or another, has to rear

her children without paternal help. I feel

that her place is in the home with the

children. Although she may be in excel-

lent health, she obviously cannot and

should not be a wage earner in the ordi-

nary sense. There are too many personal

and intimate chores she can do for the

children which are much more important

than the economics of a job.

Sickness Seldom Absolute Deterrent

Sickness is the most common deterrent

to employment. Actually, it is seldom an

absolute deterrent. Certain diseases, such

as diabetes, are debilitating when not con-
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trolled properly. Arthritis and extreme

hypertension are discouraging, and to

some extent these interfere with produc-

tivity; but this does not mean that all dia-

betics, arthritics and hypertensives can-

not be gainfully employed or economically

productive. Most low income clients will

say “No one will have me.” That may be

true in heavy and hazardous industries;

but there are many other areas of em-
ployment where these people can work
safely and without further injuring health.

Invariably, the greater the motivating

stream in an individual, the less debilitat-

ing is his disease.

Program Needed for Client’s Medication

Very often I have found a client who is

seriously ill from a curable disease with-

out money to obtain medication. To me,

it is most frustrating to know that this

patient has had excellent social and med-
ical help, but there are no provisions for

medication. Prescriptions can be expen-

sive at times. It is my thought that if the

client is qualified for professional help,

he should be able to get all necessary

medication without cost. If this is not pro-

vided, our most expensive efforts are

wasted.

This program could be administered by
the same system that handles Old Age
Assistance clients’ requests for the same
type of help. I am not interested in pro-

moting the welfare state to any greater

extent than what we have now; but there

are certain minimal services that are

essential to make some of these programs
beneficial. By denying assistance to mar-
ginal clients, who have questionable social

and medical problems, provisions could

be made for those who are in dire need

of medication for treatable conditions.

Important Factors in Classification

Factors other than age, color and sex

are important in classifying grant recipi-

ents. To properly evaluate all categories,

social workers and physicians should be

better acquainted with some of the most
recent findings which have been made by
urbanologists and research sociologists.

The findings of the Moynihan report

have clarified many nebulous areas for

me. Possibly, a compendium including the

most important findings of this report

would be helpful to the average social

worker and medical appraiser. Any pam-
phlet of this type should be completely

free of propaganda and should project its

findings in a manner that does not con-

tradict Department of Public Welfare

policy on a state level.

Not Everyone Can Classify Applicants

It is my opinion that not everyone

socially or medically interested has the

proper personality qualifications to do an

accurate job of classifying the average

welfare applicant. Observing both sides

as impartially as possible, my findings in-

dicate that there are very few middle-

of-the-road appraisers. Few people have

the sociomathematical qualities to re-

evaluate and reclassify clients. Patient

status is not static, and failure to appre-

ciate this can lead to many discrepancies.

Most evaluators are biased in one way or

the other and have inadequate training

when it comes to scoring productivity. In

my experience, the worst of all are doctors

with a political axe to grind. With them,

everyone should be a recipient who needs

a grant which eventually they alone

arranged.

Transportation a Factor

Many people can or will work four to

six hours a day three or four times a

week; but they are unable to work be-

cause of inadequate transportation. Where
it is warranted, these people should be

assisted in moving to a more accessible

neighborhood. Adequate low cost housing

units close to urban or suburban areas

should be provided. In this way, it would
again become practical for people to walk
to work.

Where Should We Begin

Where to begin some of these new pro-

grams brings back to my mind my grand-

father’s talk about the seasons. He had no

trouble finding a good beginning for me.
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The point is that there must be a starting

place for the fellow without the where-
withal. For the person with a good back
but without the initiative to find a good
day’s work, the old-fashioned work farm
or similar institution may be the tempo-

rary answer. The nonaggressive could be

taught tasks such as truck farming and
shoe repairing as examples of the many
trades that are available to him. The pres-

ent move on a national level (to create

5,000,000 new jobs) is a good effort in the

right direction. I should be able to find a

shoe-shine boy or a yardman with less

effort than is presently required. Many
good jobs, like the passenger pigeon, have

become extinct for no good reason. To fill

these jobs, it will take some sort of cata-

lyst to start the reaction. There are an-

swers to this problem; and some are old-

fashioned but they used to work.

Should Review All Phases of Policy

With the danger of inflation ever pres-

ent, now is the time to review all phases

of policy in our social endeavors. Too
many trained and good thinking people

are becoming dependent on too few with

nothing being done to correct this imbal-

ance. I feel the added load; and frankly I

am beginning to grumble; but the situa-

tion must not be expected to take care of

itself. We must make new efforts and

suffer some inconveniences to make room
for improvement. Possibly, a medical team
with special training in the fields of medi-

cine, orthopedics and geriatrics could con-

tribute something substantial in the final

evaluation of each client. In some, quite

frankly, an old-fashioned cloak and dagger

study would be well worthwhile in acquir-

ing the necessary social data.

Ants Demonstrate a Point

In the 1920s, my grandfather gave me
another lesson. We were at a relative’s

home and went to the grist mill, which
had been used that day, to meet a great-

uncle; and he showed me an ant struggling

to remove a cornmeal crumb from the

millstone. As we watched, the ant was
successful in disengaging the flake from
the stone. That is when grandfather really

drilled me! He said, “Son, you have just

witnessed success in spite of overwhelm-
ing odds. “Perseverence,” he said, “in the

case of this one ant, and a united effort on

the part of many means that somewhere
an ant nest will survive the winter.”

Conclusion

It may be well to reiterate that the

science of human evaluation and reevalua-

tion is very important to our society. It

will become more important because of

the population increase and if we con-

tinue to support public welfare as we now
know it. All parties involved in this prob-

lem should be better trained in the hu-

manities. For our civilization to survive,

everyone must be productive unless he

has good medical or social reason not to

be. I have tried to be truthful and practi-

cal in my thinking, but this is no implica-

tion that I am completely right. Your
criticism is invited. No special effort was
made to mention all of my observations,

but those presented here bubbled up to

the surface with the least effort.

In closing, I repeat this short story

which came to my attention recently. Pos-

sibly, you may wish to evaluate it. The
story concerned the social activities of an

element in our society, fairly well known
to me whose average age was less than

that of Old Age Assistance recipients. It

seems that the management of a local

nightclub required that all of his patrons

check their walking canes at the door be-

fore dancing; none refused. I think it was
a good idea. Don’t you?
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Suburethral Diverticulum in the Female

A 44-year-old Negro woman was re-

ferred because of persistent pyuria,

hesitancy, dysuria, dyspareunia, frequency,

nocturia (unresponsive to Gantrisin,®

Furadantin,® and Chloromycetin,®) and

bed-wetting at coitus. Vaginal examina-

tion revealed a slightly tender (V2 inches

long) large mass in the posterior urethra.

Manipulation resulted in expression of

pus from the urethra.

A positive pressure urethrogram dem-
onstrated a compound diverticulum aris-

ing from the posterior female urethra. The
narrow neck is readily demonstrated.

After confirmation of the diagnosis by
urethroscopy, surgical excision was accom-

plished. The patient had an uneventful re-

covery, and complete cessation of symp-

toms followed the surgical correction.

Discussion

Suburethral diverticula in the female

appear to have a much higher actual in-

cidence rate than most reported series

would indicate. It is felt that in many in-

stances undiagnosed suburethral diverti-

cula are responsible for persistent pyuria,

bacilluria, dysuria, frequency, and drug

resistant nocturia in the female. Although
the urethra is the most accessible portion

of the female genitourinary system, it is

an area which is infrequently examined
by urethroscopy and roentgenography.

The introduction of the positive pres-

sure urethrography 1 has increased our

ability to diagnose this elusive disease en-

tity.

Technique

A special double balloon catheter

(Lang-Davis catheter) has been devised

Doctor Lang is professor and chairman, De-

partment of Radiology, LSU School of Medicine-

Shreveport.

ERICH K. LANG, MD
Shreveport

for positive pressure urethrography. The
proximal balloon is inflated and is drawn
against the internal sphincter with the

balloon lodged in the bladder. The second

balloon is then inflated, and is pressed

against the external meatus, thus tam-

ponading the outflow tract. Traction is

maintained on the vesical balloon until

the inflation of the distal sliding balloon is

completed, and it is locked in position.

Four to 6 cc of contrast material are then

gradually injected through an opening in

the central portion of the catheter, with

the injection commencing prior to com-

Fig. Note the large and compound suburethral

diverticulum with the neck arising from the pos-

terior urethra. The vesical and external balloons

are inflated and locked in position.
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plete occlusion of the external meatus by
the second balloon to allow flushing of

air and other debris from the female

urethra. The pressure, exerted by the

final injection of contrast material after

the balloons are locked in position, will

effect filling of any diverticula arising

from the now tamponaded urethra. Films

are obtained in AP and oblique positions

but particularly after removal of the

catheter. This delayed film ascertains the

capability of the diverticulum to retain

dye which is considered a valuable prog-

nostic sign. Only patients who retain dye

after removal of the catheter are consid-

ered good surgical candidates. Thixokon,&

a thickened sodium acitrizoate solution, is

favored as contrast material.

Conclusion

Positive pressure urethrography is a

valuable and simple roentgenographic

technique in the diagnosis of sometimes
elusive suburethral diverticula. The
method is simple and is easily performed
utilizing a double balloon catheter (Lang-

Davis catheter).
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We have great untapped sources of brainpower housed in handicapped bodies. Em-
ployers should realize that if an individual is properly trained and properly placed, his

physical handicap will not be a job handicap . . . Mrs. Jayne B. Spain, president, Alvey-

Ferguson Operations, Hewitt-Robins, Inc.
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Cdito^Ual

Growing Opposition to Chiropractic

Organized medicine has opposed chiro-

practic and other such cults throughout

the years.

Two important voices have risen in

recent weeks to support strongly the posi-

tion that medicine holds. Despite the fact

that politics makes strange bedfellows, the

recent report of the Department of Health,

Education and Welfare and, at almost the

same time, the report of the National

Council of Senior Citizens show why
chiropractic cannot provide quality health

care. 1 ' 2

The report of HEW is in response to a

request by the 90th Congress. The letter

of transmittal by the then secretary of

HEW and the conclusions and recommen-
dations based on the study are given in

the Organization Section of this issue.

In addition, there are excerpts from the

Senior Citizens News which is a report

from the National Council of Senior

Citizens. 1

Seldom have there been presented to

the American public more complete, pains-

taking and authoritative reports from two
nonmedical sources on the ill effects of

this chiropractic cult. The HEW report

was made in a very systematic fashion

and involved the use of authoritative

chiropractic material including the printed

word as well as statements made by chiro-

practic leadership in the formal presenta-

tion before the Study Committee. Much of

the printed word was derived from sources

presented by the national chiropractic

associations.

The American Chiropractic Association

presented the results of a study made in

1963 concerning the percentage of chiro-

practors reporting treatment of specified

conditions. In a table accompanying the

information, the ACA reported among
other things that high blood pressure is

treated by 93 percent of chiropractors;

gallbladder 82 percent; chronic heart con-
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ditions 70 percent; goiter 48 percent; dia-

betes 46 percent; rheumatic fever 37 per-

cent; pneumonia 32 percent; acute heart

conditions 31 percent; and acute appen-

dicitis 30 percent.

Another document which was submitted

in behalf of the chiropractors demon-
strates that chiropractors treat gastrointes-

tinal problems, genitourinary problems,

cardiovascular problems and anemia. The
International Chiropractors Association

gave an account that would present what
they regard as the effectiveness of chiro-

practic in cases of multiple sclerosis,

encephalitis, hydrocephalus, epilepsy, scia-

tica, cirrhosis, cancer of the liver and

tumors.

The ICA and ACA have cosponsored one

common project in the history of the

world. This is a little booklet entitled

“Opportunities in the Chiropractic Career

1967.” This booklet described experiences

of a chiropractor in treating fever, skin

rashes, gallbladder disease, epilepsy, bed-

wetting, acne, bursitis, painful menstrua-

tion, rheumatic heart disease, arthritis,

head colds, constipation, obesity and thy-

roid disease.

It is presented in the booklet that in

regard to chiropractic, diagnosis does not

constitute for the chiropractor as it does

for the medical doctor a specific guide to

treatment. It is not the goal of the doctor

of chiropractic to particularly name a

disease. The same tome, however, attests

to the fact that chiropractic has no peer

in the field of prophylaxis.

In the general area of assessing chiro-

practic educational institutions, the com-

mittee of HEW rendering the report ob-

served the inadequacy of the faculties.

The committee also observed that chiro-

practic students are being trained to func-

tion as primary sources of patient care

as physicians. It concludes correctly that

qualitative evaluation of chiropractic edu-

cational systems must compare chiroprac-

tic schools with medical and osteopathic

schools. The result of the comparison is

obvious.

Decision in the England case with which

the Louisiana State Board of Medical

Examiners and the Louisiana State Med-
ical Society were so intimately concerned

was specifically quoted in attesting to the

propriety of requiring a chiropractor to

earn a diploma from an approved medical

school before licensure.

It was observed in the HEW report that

while chiropractors have legal status in

48 states, such licensure has not been based

on a judgment as to the validity of chiro-

practic theory. Licensure statutes per se

are quoted for their restrictive influence

on the practice of chiropractic.

Forty-eight consultants were appointed to exam-
ine the collected material and present their opin-

ions in an advisory capacity. Twenty-two were
members of an Ad Hoc Consultant Group estab-

lished to advise on over-all aspects of the study,

and 26 served on five specialty expert review pan-

els, composed of three to eight members each.

Consultant appointees were sought for their lack

of bias and their knowledgeability
;
none served as

a representative of any health profession with

vested interest in the conclusions to come from

the study. 2

The HEW report takes a strong position

to which all physicians and others knowl-

edgeable in the field will adhere that the

practice of chiropractic is indeed the prac-

tice of medicine. By inference, we are our

brother’s keeper and we continue to urge

strongly that a single high standard in

the field of medicine be maintained.

The position of the National Council of

Senior Citizens is that the patient has a

right to know that in medical service there

can be no second best. The report says:

Cultist treatment of sick or injured persons is

ineffective. It is harmful primarily because it

keeps the patient from receiving effective medical

care.

The National Council opposes the inclusion of

chiropractic services under Medicare because this

would lower the standard of health and lead to

payment for services which are of no benefit 1

It is indeed heartening to the medical

profession in general and to the Louisiana

State Medical Society to see the growing

opposition to chiropractic. Since 1922, the

state society has maintained strenuous and

well supported opposition to this cult

when efforts were made by the chiroprac-

tors to secure the passage of a bill per-

mitting their licensure. Every two years

since that time, such bills have been pre-
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sented, and to the credit of our leaders

and to the eternal glory of some astute

and far-seeing altruists, the legislatures

and the courts have supported the position

of organized medicine that chiropractic

is the practice of medicine and only the

properly qualified, that is educated and

trained physicians, should be allowed to

practice medicine.

There is distinct encouragement in see-

ing that the AMA in articles, brochures

and presentations in many of its publica-

tions is repeatedly explaining to the public

what chiropractic really is. Congresses on

quackery have added to the public’s

knowledge in this field.

We recognize a trend in those states

where elevation of standards for licensure

has been supported and experienced that

almost without exception there has been

a consistent decrease in chiropractic licen-

sure.

We quote with approval and actually

commendation the final paragraph which

is the recommendation of the committee’s

report:

Chiropractic theory and practice are not based

upon the body of basic knowledge related to

health, disease, and health care that has been

widely accepted by the scientific community. More-

over, irrespective of its theory, the scope and qual-

ity of chiropractic education do not prepare the

practitioner to make an adequate diagnosis and
provide appropriate treatment. Therefore, it is

recommended that chiropractic service not be

covered in the Medicare program. 2

As the last two recommendations in the

letter of transmittal of the then Secretary

Wilbur J. Cohen ask that chiropractors

and naturopaths not be covered under

Medicare, we can cheerfully agree with

the Bard of Avon and say plague on both

your houses.

1. Why Chiropractic Cult Cannot Provide Qual-

ity Health Care, Senior Citizens News, vol 2, # 88

(Jan) 1969.

2. Report on Independent Practitioners’ Study,

submitted to Speaker McCormack of US House
of Representatives, 28 Dec 1968.

ORGANIZATION SECTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the
understanding and fortification of our Society.

An informed profession should be a wise one.

1969 ANNUAL MEETING
MAY 4-5-6

Jung Hotel

New Orleans

Headquarters will be at the Jung Hotel where
all sessions will be scheduled. This is our first

venture at the Jung and after several site-visits

we feel comfortably assured that there are all

facilities and services there to adequately care for

our meeting. Members outside of New Orleans

have been sent hotel reservation forms with the

February issue of CAPSULES. These reservations

should be sent directly to the Jung Hotel since

rooms are being tentatively held by this hotel for

our members and guests; however, to insure reser-

vations, requests must be submitted by April 15,

1969. Physicians desiring reservations elsewhere

should make requests direct to the hotel or motel

of their choice.

Scientific Sessions

The Scientific Program is scheduled for one day
only—Monday, May 5, morning and afternoon.

Panel discussions will be presented and since

other activities will not conflict attendance should

be improved. Outstanding essayists will partici-

pate and all members are urged to attend.

Scientific Exhibits

Adequate arrangements have been made for

scientific exhibit space and forms for those mem-
bers wishing to present exhibits were mailed in

January. Many have returned these forms with

the necessary information but there are a prob-

able few who have not. In order to facilitate

planning it is necessary to have information no

later than April 1, 1969.

House of Delegates

The first session of the House will be held in

the Presidential Salon on the Mezzanine Floor of
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the Jung Hotel, beginning at nine o’clock on Sun-

day morning May 4, and will continue as long as

is felt necessary. The second and final session

should be brief and is scheduled for Tuesday
morning, May 6 and plans are to adjourn before

12:00 noon.

Luncheons
A luncheon for members of the House of Dele-

gates will be held on Sunday, May 4 on the ter-

race. Membership luncheons are scheduled on

Monday, May 5 at which time there will be a

clinicopathologic conference, and on Tuesday,

May 6 with a program presented by LAMPAC,
and there will be an outstanding national figure

as guest speaker at this luncheon.

Entertainment
There will be no general open meeting during

the 1969 Annual Meeting and the dinner dance
will take place at the Jung Hotel on the evening

of Monday, May 5—the opening day of the general

meeting.

Golf

An official golf tournament has not been sched-

uled, however the Chairman of the Golf Commit-
tee, Dr. W. C. Rivenbark, has advised that his

committee will be pleased to make arrangements
for individual members to play during the time

of the meeting.

Registration and Technical Exhibits

The registration desk will be in the Royal Salon

on the Mezzanine Floor of the Jung Hotel where
the technical exhibits will be located, beginning

on Monday, May 5. Registration for delegates and
other members attending the session of the House
of Delegates on Sunday, May 4, will take place

on the Mezzanine Floor just outside of the Presi-

dential Salon.

Past Presidents Meeting

The past presidents reception and meeting will

be held in the Jung Hotel on Saturday evening,

May 3 and all eligible to attend will be notified

as to the exact time and place by special com-

munication.

ATTENDANCE AT HOUSE OF DELEGATES
1. Any member in good standing in the Lou-

isiana State Medical Society, who is not a mem-
ber of the House, may attend the House of

Delegates as a visitor without rights to partici-

pate in discussion or right to vote.

2. Any member in good standing of the Lou-

isiana State Medical Society may appear before

a reference committee and address that commit-

tee on the business being considered.

MODELL-FDA CEASE-FIRE ENDS,
CENSORSHIP’ DEBATE RENEWED*

Hospital Tribune Report

New York

—

Dr. Walter Modell, Professor of

Pharmacology at Cornell University Medical Col-

lege, has renewed his charges that the Food and

Drug Administration is seeking to exercise “cen-

sorship” over medical publications, editors, and
authors.

In an editorial now being published in the No-
vember-December issue of Clinical Pharmacology
and Therapeutics, which he edits, Dr. Modell

charges that threat of such censorship was revived

by Dr. James L. Goddard in a valedictory address

as FDA Commissioner.

The pharmacologist asserts that in a speech

delivered at the College of Legal Medicine in San
Francisco in June, the retiring Federal official

deliberately renewed the controversy, supposedly

laid to rest last March, over whether FDA-ap-
proved dosage recommendations in package in-

serts for drugs are legally binding upon practicing

physicians and medical investigators.

By bringing up the presumably settled issue be-

fore a medicolegal forum in a “last public ad-

dress,” Dr. Modell said, Dr. Goddard was hinting

broadly that the FDA might be returning to poli-

cies that it had supposedly dropped.

“Frightened” by Implications

Dr. Modell declared that he was “frightened”

by the implications of Dr. Goddard’s remarks.

The former FDA Commissioner’s speech, which
was sharply critical of both the medical and legal

professions for allegedly failing to practice profes-

sionalism to the “fullest extent,” was devoted

largely to a defense of the FDA’s position in the

year-long controversy with Dr. Modell and others.

Dr. Goddard suggested that those who opposed

the policies growing out of the FDA’s interpreta-

tion of the package insert rule exemplified the

lack of “full professionalism” that was the theme
of his address. He declared that some physicians

were exercising “brinksmanship in medical prac-

tice, knowing that our colleagues—to protect their

and our own vested interests—will cluster around

us in time of trouble.”

Returning to themes that were fought over prior

to the March “resolution” of the controversy, Dr.

Goddard said the FDA’s critics misunderstood or

misinterpreted the agency’s policies on dosage

recommendations.

Dr. Goddard became vice-president of an At-

lanta instrument firm in July. The FDA’s acting

commissioner is Dr. Herbert L. Ley, Jr., former

director of the agency’s Bureau of Medicine.

Editorial Sparks Controversy

The original controversy over package inserts

and alleged censorship had been sparked by a

Hospital Tribune guest editorial by Dr. Modell

(June 19, 1967) in which he asserted that the FDA
had set itself up as the “sole arbiter of drug us-

age” in this country. He charged that William

Goodrich, FDA legal counsel, had adopted the view

that publishers, editors, and authors were legally

liable in damage suits by their patients if their

published recommendations on therapy included

drug-dosage recommendations at variance with
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those approved by the FDA. Dr. Modell charac-

terized these policies as moves toward “censor-

ship” of medical practice.

After Dr. Modell and others had exchanged

charges with the FDA top brass for almost a year,

the FDA backed down. The agency declared that

it had “no intention of censoring” or asking for

authority to censor medical publications and as-

serted that the policy attributed to its legal chief

was “not correct.”

In commenting on Dr. Goddard’s San Francisco

remarks, Dr. Modell said: “I am frightened by

the implications of Dr. Goddard’s speech. Why
was the honeymoon so brief? What happened be-

tween February and June to reopen officially su-

tured wounds? But why before the American

College of Legal Medicine of all audiences, did

Dr. Goddard choose to publicly renege?”

Stressing the harshness of the renewed contro-

versy, Dr. Modell asserted that the retiring Fed-

eral official had accused him of views he had

never held—for example, of wanting to do away
with the package insert. That charge, said Dr.

Modell, is “dead wrong.”

“I never suggested that drug labeling was un-

necessary or even undesirable,” the pharmacologist

said. “I have insisted that it should be accurate

and informative and usable.” But, he said, “I cer-

tainly insisted that the package stuffer should not

be a device of the administration to extend its

force beyond that intended by the Congress when
it wrote and enacted this legislation.”

Charge Called Falsehood

He also characterized as a falsehood Dr. God-

dard’s charge that Dr. Modell failed to support a

request that drug manufacturers open their files

on any 25 new drug applications for public in-

spection. “Nothing could be further from the

truth,” Dr. Modell said. “Long before I ever heard

of Dr. Goddard I had asked that in the public

interest the files of the pharmaceutical industry,

which are now sequestered and protected by the

Freedom of Information Act, be opened to the

medical public.”

Dr. Modell gave his own dictum about the FDA.
Denying that he had ever suggested that the

agency’s staff is not composed of devoted public

servants, he said:

“There are no villains in the FDA only victims

of inadequate Federal support.” He added that

he had suggested that “actions unacceptable to

me were the result of frustrations of incompetence

due to insufficient funds” and that “deviousness

was not a compensatory device for inadequacy.”

In concluding his statement, Dr. Modell said:

“I have written that the FDA is understaffed and

underbudgeted and that the job of commissioner

as well as that of the FDA as a whole is im-

possible.”

* Reprinted with permission from Monday, De-

cember 2, 1968 issue of Hospital Tribune.

UNITED FUND NAMES DR. CHARLES BLACK
BUDGET DIVISION HEAD

Dr. Charles L. Black of the Shreveport Medical

Society was recently made chairman of the 1969

Budget Committee of the United Fund of Caddo
and Bossier Parishes. He was also elected second

vice-president of the organization at the United

Fund’s annual meeting in January. During 1968

he was a member of the budget committee so

that he enters into his new position very knowl-

edgeable and although the duties are many and
of great importance, he will prove himself equal

to the task and the community should benefit ac-

cordingly.

Dr. Black reviews all requests from United Fund
members agencies and presents recommendations
to the Board of Directors. He will review agency
programs and services to determine that they are

needed in the community and that agencies are

operating efficiently and economically.

Dr. Black is a former president of the Shreve-

port Medical Society and has been very active in

church work, having served as a missionary and
along with his other medical activities, devotes

much time in teaching surgery at the L. S. U.

Graduate School as well as the various Shreve-

port hospitals.

SECRETARY WILBUR J. COHEN’S
TRANSMITTAL LETTER

The Secretary of Health, Education, and Welfare

Washington

December 28, 1968

Dear Mr. Speaker:

I have the honor to transmit to you a report

on the “Independent Practitioners Study.” This

study was requested by the 90th Congress in

Public Law 90-248, Social Security Amendments
of 1987. Section 141 of the law states:

The Secretary shall make a study relating to

the inclusion under the supplementary medical

insurance program (part B of title XVIII of

the Social Security Act) of services of addi-

tional types of licensed practitioners performing

health services in independent practice. The Sec-

retary shall make a report to the Congress prior

to January 1, 1969, of his finding with respect to

the need for covering, under the supplementary

medical insurance program, any of the various

types of services such practitioners perform and
the costs to such program of covering such ad-

ditional services, and shall make recommenda-
tions as to the priority and method for covering

these services and the measures that should be

adopted to protect the health and safety of the

individuals to whom such services would be

furnished.

A primary concern throughout the study was
the quality of health care provided under the

coverage of the Medicare program. As planning
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for the study developed, however, it came to be

recognized that the scope of the study necessarily

included numerous complex issues with respect

to the organization and delivery of health care.

We have also been aware that the influence of

the Medicare program is such that the conditions

under which the services of any additional types

of licensed practitioners are covered under Medi-

care may greatly influence the availability of care

for the population as a whole, and the treatment

accorded these services under private insurance

and other public and private programs which

provide or pay for health care services. It was
also recognized that some of the practitioner

groups most interested in coverage under Medi-

care have not gained full acceptance in the Na-

tion’s present physician-oriented health care sys-

tem, and that every effort should be made to

assure them that their requests for coverage

received unbiased, impartial consideration.

In view of these factors, the Department invited

representatives of all groups of practitioners in-

cluded in this study to present their position to

the Department. Advice and expert knowledge

was sought from medical and other scientific ex-

perts, providers of services, insurers, and con-

sumers of health care, who would have special

knowledge about the use of the services of the

practitioners studied, the needs of the aged, and

the organization and delivery of health care in

general. The report describes in detail how these

objectives were achieved.

In summary, the recommendations resulting

from the study are:

1. The present coverage for services of physical

therapists remain as established in the 1967

Social Security Amendments, which extended

coverage to outpatient services provided by ap-

proved providers, including rehabilitation agen-

cies, clinics, and public health agencies meet-

ing conditions of participation.

2. Coverage be expanded for services of occupa-

tional therapists, clinical psychologists, social

workers, and speech pathologists provided in

organized agencies, centers, or other programs

that are not presently eligible for participation

and that meet requirements established by the

Secretary and designed to promote maximum
coordination, continuity, and quality of care,

and to which patients are referred by a phy-

sician, who establishes a plan for the patient’s

total care and retains over-all responsibility

for patient management. Reimbursement for

services would be to the provider agency,

center, or program on the basis of reasonable

cost.

3. Present coverage for optometric services not

to be expanded at this time.

4. No changes be made in present coverage for

services of audiologists and corrective thera-

pists.

5. No changes be made in coverage in relation

to the services of chiropractors.

6. No changes be made in coverage in relation

to the services of naturopaths.

I concur in the recommendations.

Sincerely,

/s/ Wilbur J. Cohen
Secretary

Honorable John W. McCormack
Speaker of the House of Representatives

Washington, D. C. 20515

Enclosure

CONCLUSIONS AND RECOMMENDATIONS
1. There is a body of basic scientific knowledge

related to health, disease, and health care.

Chiropractic practitioners ignore or take ex-

ception to much of this knowledge despite the

fact that they have not undertaken adequate

scientific research.

2. There is no valid evidence that subluxation,

if it exists, is a significant factor in disease

processes. Therefore, the broad application to

health care of a diagnostic procedure such as

spinal analysis and a treatment procedure such

as spinal adjustment is not justified.

3. The inadequacies of chiropractic education,

coupled with a theory that de-emphasizes prov-

en causative factors in disease processes, prov-

en methods of treatment, and differential diag-

nosis, make it unlikely that a chiropractor can

make an adequate diagnosis and know the

appropriate treatment, and subsequently pro-

vide the indicated treatment or refer the pa-

tient. Lack of these capabilities in independent

practitioners is undesirable because: appropri-

ate treatment could be delayed or prevented

entirely; appropriate treatment might be inter-

rupted or stopped completely; the treatment

offered could be contraindicated; all treatments

have some risk involved with their adminis-

tration, and inappropriate treatment exposes

the patient to this risk unnecessarily.

4. Manipulation (including chiropractic manipu-

lation) may be a valuable technique for relief

of pain due to loss of mobility of joints. Re-

search in this area is inadequate; therefore,

it is suggested that research that is based

upon the scientific method be undertaken with

respect to manipulation.

Recommendation

Chiropractic theory and practice are not based

upon the body of basic knowledge i elated to

health, disease, and health care that has been

widely accepted by the scientific community. More-

over, irrespective of its theory, the scope and

quality of chiropractic education do not prepare

the practitioner to make an adequate diagnosis
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and provide appropriate treatment. Therefore, it

is recommended that chiropractic service not be

covered in the Medicare program.

EXCERPTS FROM SENIOR CITIZENS NEWS*

When the Medicare law was finally approved

by the U. S. Congress in 1965 its provisions did

not cover chiropractic services—despite powerful

pressures on lawmakers by organizations repre-

senting over 15,000 chiropractors operating in 48

states.

Two years later, when the first changes were

made in the Medicare law under the Social Se-

curity Amendments of 1967, Congress again re-

jected chiropractors’ pleas to be permitted to

provide direct services under the law so they could

become eligible for Federal reimbursement.

The National Council of Senior Citizens, in spe-

cific resolutions approved by large majorities of

delegates attending its annual conventions, has

continued to urge that the services of chiroprac-

tors be barred from coverage under the Medicare

program.

The National Council’s executive board has also

steadily maintained a similar point of view each

time the question has been raised.

Reflecting these decisions, the National Coun-

cil’s executive director, William R. Hutton, has

testified repeatedly before House and Senate Com-
mittees of the U. S. Congress suggesting many
ways in which Medicare can be improved but

pleading that chiropractors be excluded.

Executive Director Hutton and Nelson H.

Cruikshank, former Social Security Director of

the AFL-CIO who serves as chairman of the Na-
tional Council of Senior Citizens’ national ad-

visory committee, are both members of the 19-

member Health Insurance Benefits Advisory

Council set up by Congress to advise the Secre-

tary of Health, Education, and Welfare on the

Medicare program and review its operations. In

the deliberations of this committee Hutton and
Cruikshank have constantly opposed the inclusion

of chiropractors under Medicare.

Cruikshank and the National Council’s East

Coast Vice President Walter Newburgher are also

members of an 18-member Ad Hoc Committee set

up in 1968 by the Secretary of Health, Education,

and Welfare, to study the admission of new groups

as independent practitioners under Medicare. This

Committee also rejected chiropractors.

The resolutions to bar chiropractors made by

the National Council’s executive board and other

leaders were based on extensive studies and the

advice of the Council’s medical consultants. The
actual convention and executive board votes were

overwhelmingly against the chiropractors.

* Senior Citizens News, Published by National

Council of Senior Citizens, Inc., 1627 K St., N. W.
Washington, D. C. 20006, vol 2, No. 88 (Jan) 1969.

YOUR RIGHT TO KNOW
Senior Citizens News presents this feature about

chiropractors because we believe many elderly

people have a vague or confused idea of what a

chiropractor is, the training he receives and the

principles of health care on which he bases his

practice.

Anyone considering using a chiropractor should

clearly understand the facts involved. To begin

with, a chiropractor is not a medical doctor and
does not hold an M.D. degree. Chiropractors hold

the degree of Doctor of Chiropractic (D.C.).

At best, cultist “treatment” of sick or injured

persons is ineffective. It is harmful primarily be-

cause it keeps the patient from receiving effective

medical care.

The National Council opposes the inclusion of

chiropractic services under Medicare because this

would lower the standard of health care and lead

to payment for services which are of no benefit.

The National Council of Senior Citizens believes

it has an obligation to publish the facts on which
its executive board members and other leaders

have opposed chiropractors. People have a right

to make their own mistakes but our publication

of this article will ensure that some people will not

make their mistake on this subject unknowingly.

Senior Citizens News publishes this warning, not

out of animosity toward those who believe in

chiropractic, but from dedication to the welfare

of our senior citizens and the National Council

of Senior Citizens’ commitment to quality health

care.

GOOD SALESMEN
Chiropractic is licensed in 48 states (all but

Louisiana and Mississippi) because its practi-

tioners, right from the earliest days, have been

better salesmen than they have been doctors. They
set up energetic associations and lobbies which
have pushed for official recognition through the

skillful marshalling of rural sentiment and or-

ganization of support among fraternal and vet-

erans’ groups.

In legislative hearings, scientists uniformly tes-

tified that the chiropractic doctrine was false and
dangerous but they were no match in the early

days of this century for the fast-talking chiro-

practor who threw science out the window and
claimed to cure all your ills with a simple mas-

sage of the spine. The state legislatures, rurally

dominated and far less sophisticated than such

bodies are today, were bowled over like tenpins.

The first licensing act was passed by Kansas in

1913. By 1915 five states had licensed chiropractors

and by 1925 there were 32.

SUPREME COURT RULING
In 1965, the Supreme Court ruled that the Equal

Protection Clause of the Fourteenth Amendment
to the U. S. Constitution does not bar a state from
requiring chiropractors to have medical school
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degrees. Thus it upheld a lower court ruling which

said: “If the education obtained in chiropractic

schools does not meet the standards of . . . the

United States Office of Education, it may well be

that the legislature of Louisiana felt that, in the

public interest, a diploma from an approved medi-

cal school should be required of a chiropractor be-

fore he is allowed to treat all the human ailments

chiropractors contend can be cured by manipula-

tion of the spine.”

WHEN NEW YORK FINALLY BOWED
In this connection it is interesting to note what

happened in the state of New York when it finally

bowed to the relentless pressure of chiropractic

groups and passed a licensing law in 1964.

Chiropractors who had clamored for the law

promptly fought to avoid its examination require-

ments. First they filed suit challenging the con-

stitutionality of the examinations. When this suit

failed 1,800 chiropractors showed up to take the

exams in April 1964 but they promptly filed an-

other suit to prevent the state from grading the

exams. This suit, too, failed and a compilation of

the grades showed that more than 1,000 had
failed—including many who had been treating the

sick for decades!

MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Date

Third Tuesday of every month

Place

Fourth Tuesday of every other month Lake Charles

Second Tuesday of every month
Third Thursday of every month

Baton Rouge

Second Tuesday of every month
Last Tuesday of every other month

Lafayette

Third Tuesday of every month
Second Tuesday of every month

Bastrop

Second Tuesday of every month New Orleans

First Thursday of every month Monroe
First Monday of every month
First Wednesday of every month

Second and fourth Thursdays of

Alexandria

every month
Third Monday of every month
Third Thursday of every month

Independence

First Tuesday of every month
First Thursday of every month

Shreveport

Society

Ascension

Calcasieu

East Baton Rouge
Jefferson

Lafayette

Lafourche

Morehouse
Natchitoches

Orleans

Ouachita

Rapides

Sabine

Tangipahoa

Terrebonne

Second District

Shreveport

yernon

AMERICAN COLLEGE OF RADIOLOGY

Dr. Lester W. Eavenson of New Orleans was
among the 119 radiologists made fellows of the

American College of Radiology at the annual

meeting of the College in Atlanta February 21.

In making the announcement, Dr. Joseph D.

Calhoun of Little Rock, Arkansas, president of

the College, explained that the degree of fellow

is conferred upon certified radiologists who have

given distinguished service to their specialty over

the years. Fewer than 1200 of the 7000 members
of the College have been awarded the degree of

fellow, Dr. Calhoun said.

Three distinguished physicists were awarded
associate fellow degrees for their work in radia-

tion physics at the same meeting, according to

Dr. Calhoun. Three other physicians were made
honorary fellows.

Dr. Eavenson was graduated from University

of Tennessee Medical School at Memphis in 1947.

He is now a member of the staff of Southern

Baptist Hospital in New Orleans.

Dr. Seymour F. Ochsner of Metairie, Louisiana

was elected vice chairman of the Board of Chan-
cellors. Dr. Ochsner is a member of the staff of

Ochsner Foundation Hospital and Charity Hos-

pital, New Orleans, and Lallie Kemp Hospital in

Independence, Louisiana.

Dr. Ochsner was graduated from University of

Pennsylvania School of Medicine in 1947. He has

been active in the organization of the College, and
was elected to the Board of Chancellors in 1968.

He is also a member of the American Roentgen

Ray Society.

15TH ANNUAL MEETING
FLYING PHYSICIANS ASSOCIATION

The 15th Annual Meeting and Lecture Series of

the Flying Physicians Association will be held

June 15-20, 1969, at the Lake Placid Club, Essex

County, New York, it was announced recently at

FPA Headquarters.

Officials expect over 700 persons to attend the

five-day meeting. Arrangements are being made
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to handle 250 private aircraft at nearby Lake
Placid Airport.

As in the past, this year’s meeting will empha-

size the FPA’s primary objective of promoting

general aviation safety through example and

teaching.

Robert L. Wick, Jr., MD, of Columbus, Ohio, is

program chairman. Top authorities in aviation

safety and aerospace medicine will address the

doctor-pilots.

During round table discussions, members will

exchange views and experiences on such subjects

as instrument flying, weather, and maximum air-

craft performance.

Their wives, many of whom serve as co-pilots,

will also meet to compare their own flying ex-

periences.

In addition, registrants will be able to view the

latest in medical and aviation products and to

become more proficient as pilots through a special

flight instruction program. A number of manu-
facturers’ aircraft will be on static display at the

airport and others will be available for demon-

stration flights. E. Addis Munyan, MD, of Lake

Placid is chairman of the local arrangements

committee.

A portion of this year’s program will be devoted

to highlighting the Samaritan activities of the

FPA. An increasing number of members are

volunteering to serve in humanitarian projects

throughout the world.

Founded in 1954 by a handful of doctors, the

FPA has grown by leaps and bounds. Today, the

organization has some 2,000 members and is in-

ternational in character. Every state is repre-

sented and members also reside in Mexico, Puerto

Rico, South America, the West Indies, Australia,

West Germany, and the Republic of the Congo.

Doctors interested in joining the Flying Physi-

cians Association or attending the 1969 annual

meeting should write: Mr. Albert Carriere, Busi-

ness Counsel, Flying Physicians Association Head-

quarters, 801 Green Bay Road, Lake Bluff, Illinois

60044.

BOSTON TO HOST AAP SPRING SESSION
Youth in revolt, critical congenital heart disease

in newborn infants, the short child, changing pat-

terns of pediatric care, and pediatric emergencies,

will be among the many informative and provoca-

tive subjects to be discussed during the American
Academy of Pediatrics’ annual spring session,

April 21-23, in Boston, Mass.

More than 3,000 persons, including pediatricians,

their families and guests, are expected to attend

the meeting in the Sheraton-Boston Hotel.

The meeting will feature closed-circuit color

television clinical presentations, a diversified sci-

entific program, and more than 90 scientific and
technical exhibits.

One panel discussion, entitled, “pediatric pot-

pourri,” will include presentations on tetanus im-

munizations, mumps immunization, and compari-

son of immunity status of children in the inner

city and in the suburbs.

Other special activities will include a panel dis-

cussion sponsored by the Academy Head Start

Medical Consultant Service entiled, “Problems of

a Head Start Consultant,” and a special luncheon

meeting of the Academy’s Council on Pediatric

Practice, on Monday, April 21.

NEW YORK CITY IS SITE OF AMA’S 1969

ANNUAL CONVENTION
New York City is the site of the American

Medical Association’s 118th Annual Convention,

July 13 through 17.

The nation’s largest city has been host to two
AMA annual conventions in this decade, in 1961

and 1965, and attendance at each exceeded 60,000.

A total registration of 60,000 is predicted for the

1969 convention, including some 22,500 physicians.

Medical students, nurses and other members of

allied medical professions, industrial exhibitors,

and guests make up the rest of the registrants.

Four general scientific sessions are planned:

1. Human Sexuality

2. Physical Fitness and Aging

3. Impact of Medical Education on Patient

Care

4. Chronic Pulmonary Insufficiency and Air

Pollution Problems

Each of 22 scientific sections also will present

a program. The 23rd section, on special topics,

plans six sessions:

1. Drug Utilization (in cooperation with

AMA’s Council on Drugs)

2. Mental Health Dynamics in the Pre-School

Child (in cooperation with AMA’s Council on

Mental Health)

3. Disaster Planning for Aviation Accidents

(in cooperation with AMA’s Committee on Dis-

aster Medical Care)

4. Neurological Surgery

5. Nuclear Medicine

6. Plastic and Maxillofacial Surgery

The May 26 issue of the Journal of the Ameri-

can Medical Association will list the entire sci-

entific program.

SOUTHERN MEDICAL ASSOCIATION
The Section on Pathology of the Southern Medi-

cal Association announces the election of the fol-

lowing officers to serve for the coming year: John
A. Webb, MD, Houston, Texas, chairman; Vincent

P. Perna, MD, St. Louis, Mo., vice-chairman; and
Andrew Ranier, MD, Lake Charles, La., secretary.

These officers will be responsible for arranging

the program for the Section on Pathology for the

63rd Annual Meeting of the Association, which

will be held in Atlanta, Georgia, November 10-13,

1969. Anyone wishing to participate in the pro-
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gram should contact the Secretary of the Section,

Dr. Andrew Ranier, St. Patricks Hospital, Lake
Charles, La. 70601. Applications for scientific ex-

hibit space can be obtained from Southern Medical

Association, 2601 Highland Avenue, Birmingham,
Alabama 35205.

BOOK REVIEWS
Varicose Veins, Compression Sclerotherapy: by

George Fegan, M.Ch., F.R.C.S.I.; Charles C
Thomas Company, Springfield, 111., 114 p., $6.

The treatment of varicose veins by the tech-

nique of compression sclerotherapy as described

in this book is difficult to evaluate. Over the years,

many reports have appeared in the literature on

various special techniques for sclerosing varicose

veins as primary therapy; but so far none has

stood the test of time. Possibly this method will

prove to be both effective and safe.

Varicose Veins is a 114 page volume of hand-

book size, with 67 illustrations, which may be

roughly divided into two parts. The first two-

thirds of the book deals with the anatomy, physi-

ology, and pathology of varicose veins along with

historical aspects of treatment. The last one-

third describes the author’s technique of compres-

sion sclerotherapy.

The chapter on anatomy includes many inter-

esting photographs of dissections of the saphenous

system in the lower leg and foot showing the

numerous yet rather constant locations where

tributaries of the superficial venous system per-

forate the deep fascia to communicate with the

deep venous system. In the surgery of varicose

veins it is of course important to localize and di-

vide these connections so that varicosities will

not persist postoperatively because of continued

filling from deep veins by way of uninterrupted

perforating veins.

An anatomical observation of interest upon

which the author elaborates is that portions of

the saphenous system, mainly the saphenous

trunks, are located deep to the deep layer of

superficial fascia whereas other portions, as the

tributaries of the saphenous system, are located

superficial to this layer; it is pointed out that the

veins which lie beneath the deep layer of super-

ficial fascia show considerably less tendency to

become varicose than those which lie superficial

to it.

Another little known fact is that fibers of

the deep fascia on the posterior aspect of the leg

form a diagonal lattice into the upper corners of

which are inserted extensions of the tendons of

the hamstring muscles. When these muscles con-

tract they make the fascial tube longer and nar-

rower compressing the deep veins to aid in pump-
ing blood out of the posterior compartment of the

leg. An additional interesting anatomical finding

is that aside from muscle fibers within the vein

wall maintaining tone, there are also circular and

longitudinal muscle fibers within the bases of the

valve caps. The specialized arrangement of these

muscle fibers suggests that the action of valves

in veins is not merely that of passive flaps within

the vessel lumen but that they actively regulate

flow, being influenced probably by the same
nervous and humoral effects that influence vascu-

lar tone.

The chapter on physiology presents a clear

explanation of the three principal factors which
regulate venous return from the lower limbs.

These are the heart, gravity, and the peripheral

venous pump, with the latter actually consisting

of four parts: the plantar or foot pump, the calf

pump, the thigh pump, and the abdominal pump.

In the second part of the book, the author de-

scribes in great detail his method of compression

sclerotherapy. Briefly, this consists of injecting

sclerosant solution into collapsed varicose veins

after which a compression bandage is applied and
left undisturbed for one to two weeks. The needle

is introduced into the varix when the leg is de-

pendent and the varix full. The leg is then ele-

vated to empty the varix following which the in-

jection is made. By placing a finger above and

below the site of injection to exert pressure on

the vein as the sclerosant enters it, the sclerosant

remains in contact with the venous epithelium,

injuring it so that its surfaces wfill adhere and

its lumen become obliterated by the pressure

bandage. The special wrapping applied following

injection contains a pad of foam rubber incor-

porated within the turns of the cotton elastic

bandage for added pressure over the injection

site. According to the author, there is rapid fixa-

tion of the sclerosant by the protein of the wall

of the vein and by the protein of the blood, with

no unfixed portion reaching the intima of the

deep veins. The author, a surgeon, has treated

many patients over the past 16 years, and he re-

ports excellent results. In fact, there has not

been one definite instance of deep vein thrombosis

produced by an injection.

I believe this book will be of value to anyone

with an interest in varicose veins. The first two-

thirds of the volume consisting of factual infor-

mation relating to the development of varicosities

is highly informative. There may be some dis-

agreement with the claims put forth in the last

third of the book, but even if the reader only oc-

casionally uses sclerotherapy he will better un-

derstand this mode of treatment and will learn

some improvements in technique.

Charles V. Menendez, MD
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Physical Standards in World War II: (Medical

Department, US Army) Col. Robert S. Anderson,

MC, USA, Editor in Chief, Office of the Surgeon

General, Department of the Army, Washington,

D. C., 1967: US Government Printing Office,

Washington, D. C., 20402. 356 p, $3.

This is the 33rd volume of a series which com-

prises the official history of the Medical Depart-

ment of the US Army in World War II. The series

is of local interest particularly because a great

deal of preparation for these books has been done

in New Orleans at Tulane Medical School under

the diligent and persistent attention of Miss Eliza-

beth McFetridge. This book reflects the detailed

documentation that is required to prepare an his-

torical account of a complex major war and the

medical programs that necessarily become a cru-

cial part of such conflicts.

The text documents the significant medical de-

velopments that affected the evaluation of mili-

tary personnel at the time of their induction and
again at the time of their separation from active

duty during World War II. The physical and
mental standards for acceptability of an indi-

vidual did vary greatly depending upon the stage

and rate of military mobilization. Prior to active

mobilization of World War II, more than 50 per-

cent of the candidates for induction were rejected

due to physical or mental defects. Even during

the peak mobilization periods of World War II,

approximately one-third of the candidates were

rejected for induction although the physical and
mental standards had been lowered markedly and
dental and ophthalmological remedial programs

had been instituted. Advancement of medical

technology and revision of military medical poli-

cies during World War II greatly altered the eval-

uation techniques and rejection criteria as con-

trasted to World War I.

Chest roentgenograms were not a standard and
universal requirement of preinduction physical ex-

amination until June 3, 1941 and had been used

only sparingly until that time. The detection of

pulmonary tuberculosis and other pulmonary and
cardiac abnormalities was altered greatly by this

procedure. A program to remedy dental abnor-

malities (which would ordinarily disqualify a man
for induction) eliminated this as the number one

reason for physical or mental exemption. A pro-

gram to correct visual defects by corrective glasses

reduced the second leading cause for disqualifi-

cation of induction candidates. Sulfas (and later

penicillin) permitted treatment of venereal dis-

eases among candidates who could be inducted

subsequently when their disease was treated ade-

quately and became inactive. Despite these meas-

ures the rejection rate of candidates was never

less than 30 percent during World War II, an ob-

servation which is difficult to comprehend in a

society which would seem to have the greatest

capacity in the world to provide high standards

of medical care and preventive medicine.

The text of this volume is short. The book is

dominated by appendices which record the regu-

lations and standards that were used by the De-

partment of the Army during World War II to

maintain a degree of order in induction and sepa-

ration procedures for military personnel. The book
has considerable valuable information and is of

interest to persons studying the health problems

of the United States in peace as well as in war.

Robert D. Sparks, MD

Symposium on Glaucoma. Transactions of the

New Orleans Academy of Ophthalmology, Fif-

teenth Annual Session, 1966. C. V. Mosby, St.

Louis, 1967. 287 pages, 120 figures (black and
white). Price: $17.50.

Although the New Orleans Academy had already
presented symposia dealing with various aspects
of glaucoma twice in the previous 15 years,

progress in the field has been so significant and
striking, as well as somewhat confusing in some
aspects, that it was decided to discuss the subject

again in the 15th annual session.

Contributors, to quote the preface, “are all out-

standing ophthalmologists or ocular pathologists

who have special interests in glaucoma.” Each
contributor discusses those aspects of glaucoma
into which his most recent efforts had been chan-

neled: Zimmerman discusses the still controver-

sial histopathology of the outflow channels; Pol-

lack covers the broad area of diagnoses of the

glaucomas; Kronfield describes changes in the

optic nerve, both histopathologically and ophthal-

moscopically; Armaly, in a long and erudite

article, which occasionally becomes overly com-
plicated, considers the relationship between ste-

roids and glaucoma; Shaffer, in his article con-

cerning the miotics, stresses the long-acting

agents, and presents a detailed discussion of their

side effects, many of which have not received

adequate emphasis in previous sources; Becker, in

two articles, deals with topical epinephrine and
with hyperosmotic agents in the treatment of

glaucoma; and Haas describes the surgical treat-

ment of open-angle glaucoma.

As might be expected most of the material

presented in the original articles deals with open-

angle glaucoma. Emphasis is placed upon the

clinical problems of diagnosis and treatment en-

countered by the practicing American ophthal-

mologist. The inclusion of a European contrib-

utor would have been interesting, though con-

trasting viewpoints are presented sufficiently in

the round table discussions. Where material of a

basic science nature is presented, the authors

attempt, for the most part successfully, to relate

it to clinical problems.

The reader will find many interesting aspects

of glaucoma discussed in the original articles.

Among these, I found particularly interesting

the findings of Zimmerman, Kronfield, and
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Armaly. Zimmerman states “There is probably

no direct cause-and-effect relationship between

the recession of the chamber angle [after trauma]

and the glaucoma,” a view concurred in during

the panel discussion by Kronfield and Armaly.

The former relates posttraumaic glaucoma to the

effect of trauma upon the trabecular apparatus,

the latter, on the basis of dexamethasone-testing

upon patients with recessed angles, to a genetic

predisposition of the individual, the possession of

the hypothesized Ph gene.

Kronfield discusses the limitations of ophthal-

moscopy in delineating the course of optic atro-

phy: the wider angle of physiological variation in

the optic disc before the onset of glaucoma, the

slowness of development of the glaucomatous

process, and the difficulties of recording the

changes noted. He describes the ophthalmoscopi-

cally visible disc changes attributable to glaucoma

under the phase of central deep atrophy, the

phase of downward extension of the central deep

atrophy, the stage of marginal excavation, and

the stage of narrow nerve fiber rims. The diffi-

culties of delineating glaucomatous atrophy in

discs with large physiological cups are described

in detail.

Armaly discusses in detail his work in relating

dexamethasone-induced glaucoma to the genetic

foundations of open angle glaucoma. He first

proposes a genetic model based upon the level of

response (elevation of intraocular pressure) to

dexamethasone instillation T.I.D. for four weeks

as follows: p'p 1 corresponds to an intraocular

pressure rise of only 5 mm Hg or less; p'ph to

a rise of 6 - 15 mm; and phph to a rise greater

than 15 mm Hg. His results in a randomized

patient sample were p'p 1 in 66%, p'ph in 29%,

and phph in 5%. The hypothesis is consistent in

its results with Becker’s hypothesis which con-

siders open angle glaucoma to be inherited as a

homozygous recessive with a frequency of 4%,

the heterozygous condition having a frequency

of 32%, and the homozygous dominant having a

frequency of 64%. The author stresses the sig-

nificance of his findings both for the detection

of the glaucoma gene in its homozygous state

“decades before” the disease becomes manifest

and for the necessity of preventing unsupervised,

often self-prescribed use of topical steroids, as

is being seen so frequently now in contact lens

wearers.

This reviewer was disappointed with Pollack’s

article concerning the diagnoses of the glaucomas.

In attempting to cover too broad an area, the

author gives too few details with the result that

the article is a survey rather than a discussion.

Complex situations are oversimplified. Few oph-

thalmologists would accept in their entirety Pol-

lack’s statements on Sturge-Weber-Dimitri syn-

drome, Marfan’s syndrome, or the rubella syn-

drome. On the other hand, they will find his

comments concerning the use of the Mackay-Marg
tonometer to be of great value. When used with-

out prior topical anesthesia, the Mackay-Marg
tonometer gives consistently higher readings of

intraocular pressure than the Schiotz and the

Goldman applanator instruments, a factor to be

remembered when one recalls that optometrists

in some areas of this country are using the

Mackay-Marg and referring patients to us on the

basis of their readings.

Dr. Haas’s article relating to the surgical treat-

ment of open-angle glaucoma is also disappoint-

ing for the same reason: attempting to discuss

too broad an area in too few pages. Louisiana

ophthalmologists, in view of our patient popu-

lation, will be disappointed in the small number
of Negroes in Haas’ series (only 8 of 100 patients

operated upon); this is far too small to be of

statistical value. Haas makes no mention of the

poorer results of glaucoma surgery in Negroes.

As is usual in the symposia, original articles

are followed by a long and enlightening round
table discussion; in this publication it consists

of 100 pages. The reader will find of particular

value the thorough discussion of the problem of

when to initiate treatment of patients with sus-

pected open angle glaucoma; comments on the

use of Diamox®, which is not covered in the

original articles, with Shaffer’s complaints on its

use preoperatively
;
Becker’s condemnation of the

use of pilocarpine-epinephrine combined in the

same container; “low tension glaucoma”; and
comments of the significance of the diurnal varia-

tion of intraocular pressure.

A feature new to the symposia round table dis-

cussions is the inclusion of case histories with

detailed discussion by the panelists. For the most
part these histories deal with various forms of

secondary glaucoma. The reader will be impressed

with the divergence of opinion among the panel-

ists.

In summary, most of the information presented

in this symposium can be found by culling con-

temporary journals and textbooks; the value of

the symposium to Louisiana ophthalmologists is

that the information is brought together under
one cover. A proof of the value of the informa-

tion itself is that few articles on open angle glau-

coma have since been published which do not

refer in their bibliographies to this symposium.

K. Stumpf, MD

PUBLICATIONS RECEIVED
The Dial Press, Inc., N. Y.: Cooking for Your

Celiac Child: Dietary Management in Malabsorp-

tion Disorders, by Charlotte Baum Sheedy and
Norman Keifetz.

Doubleday & Co., Inc., N. Y.: What You Can Do
About Cancer, by Joseph C. Maroon, MD.
The C. V. Mosby Co., St. Louis: Renal Disease in

Childhood, by John A. James, MB (Edin.). MRCP.
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Tracheotomy: Indications and Complications*

• The author presents a comprehensive account ot the use of tra-

cheotomy and endotracheal intubation. He gives the benefits and

complications that may result with recommendations as to the course

to be followed. He observes that the indications for tracheotomy

have expanded rapidly and foresees further expansion.

A
I Tracheotomy is a subject of great

current importance. It has indeed be-

come a common operation and it is only

in the past few years that its true scope

has been established. Along with its com-

mon usage however, has developed a reali-

zation of the problems involved in assist-

ing respiration by means of endotracheal

tubes of one kind or another. The devel-

opment of the techniques of assisted res-

piration has resulted in the saving of

many lives. There may be a penalty, how-

ever, in damage to the upper respiratory

tract and, in particular, the larynx and

trachea.

The everyday activities of eating, talk-

ing, smoking and breathing make uncon-

scious use of the mechanisms of the larynx

and trachea which allow talking and eat-

ing almost at the same time. The larynx

forms a magnificent sphincter, which along

with the epiglottis diverts food into the

pyriform sinuses, while the larynx itself

is drawn up to approximate the base of

the tongue. Studies of the physiological

* Presented at the 32nd Annual Meeting of The

New Orleans Graduate Medical Assembly, March

12, 1969, New Orleans.

t From the Department of Otolaryngology, Uni-

versity of Toronto, Toronto, Ontario.

DOUGLAS P. BRYCE, MD, FRCS (C)f
Toronto, Ont.

mechanisms following partial laryngec-

tomy in which the epiglottis and supra-

larynx are excised, show the importance
of this elevation of the laryngeal structure

and the resulting sphincter-like activity.

It is amazing also how the functions of

respiration can carry on usually without

a hitch under such trying circumstances.

In addition, the trachea is wondrously con-

structed to allow respiration through a

tube, which is supported by cartilaginous

rings and is lined by a most effective mu-
cous membrane, which is able to transmit

secretions, by means of ciliary action, to

the pharynx where they are cleared and

swallowed.

In addition to these anatomical struc-

tures, there is a most effective and effi-

cient chest wall, whose muscles and nerves

in response to central direction massage

the lungs so that there is the necessary

exchange of C02 and oxygen.

The problem arises when any one of

these mechanisms break down. If the cen-

tral control mechanism is rendered inop-

erable by means of head injury or toxic

drugs such as anesthetics or barbiturates,

then the resulting state of unconsciousness

interferes with the excellent reflex mech-

anism of the larynx and chest. If, on the

April, 1969
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other hand, the central or peripheral nerve

structures are interfered with, as for ex-

ample by diseases such as polio, then again,

the function of the chest musculature is

interfered with, and respiration becomes
inadequate and must be assisted. Similarly

severe injury to the chest will result in

the so-called flail chest in which the mas-

saging action on the lungs is inefficient.

The respiratory tissues themselves may
have their elasticity affected or their func-

tioning made more inefficient by means
of chronic inflammatory disease or tumor
so that the normal respiratory toilet does

not function. Here again, some means of

assistance for the clearing of secretions

and the adequate ventilation of the lungs

must be developed.

Finally, and most obviously, severe ob-

struction to the airway whether it be at

the larynx or in the trachea will by its

very nature cause asphyxia and require

short-circuiting of the obstructed area to

allow respiration to continue.

For all these reasons, the normal func-

tioning mechanism by which we all live

may have to be assisted, and this assistance

is usually obtained by the use of endotra-

cheal or endolaryngeal intubation. Tra-

cheotomy has been traditionally the meth-

od of choice for such a short-circuiting and

assisting procedure. More recently endo-

tracheal intubation has been advocated

instead of classic tracheotomy. The proper

place for per oral endoscopy and the main-

tenance of the airway by a nasal or orotra-

cheal tube have not yet been established.

These are efficient means by which the

patient can be resuscitated and oxyge-

nated, but we have not yet decided the

relative places of tracheotomy and nasal

tracheal or orotracheal intubation.

Tracheotomy is by no means a modern
invention and was probably first per-

formed 124 years before the birth of Christ.

This operation was performed by Ascle-

piades, who practiced medicine in Rome.
About 200 years later, we have records

that would suggest that tracheotomy was
advised for inflammation of the tonsils and

larynx by Galen among others, who would

not perform the operation, because the

feeling at that time was that the cartilagi-

nous rings would not heal. Antyllus, a phy-
sician, is recorded as having done the op-

eration in a sitting up position with a

transverse incision over the third and
fourth rings. It appears to have taken
many centuries to get back to the much
more esthetically pleasing transverse in-

cision than the usual vertical one which
has been so widely used until the present.

Finally, in the 11th century, many more
tracheotomies were reported and at this

time also, for the first time, a cannula was
devised and its use was recommended to

keep the tracheotomy orifice open and al-

low for the exchange of air for more than

just a few hours. The comments of Fabri-

cius in the 16th century are still appro-

priate today:
Of all the surgical operations which are per-

formed in man for the preservation of his life by
the physician, I have always judged to be the

foremost that by which man is recalled from a

quick death to a sudden repossession of life, a

feat which raises the surgeon nearest to the level

of Aesculapius; the operation is the opening of

the aspera arteria, by which the patients, from a

condition of almost suffocating obstruction to res-

piration, suddenly regain consciousness, and draw
that vital ether, the air, so necessary to life, and
again resume an existence which has been all but

annihilated.

The term aspera arteria, is of interest,

as it dates back to the time when it was
thought that all arteries including the

trachea, contained air. The short-circuit-

ing of the upper respiratory tract by tra-

cheotomy was done for upper respiratory

obstruction. Since that time, the develop-

ment of the use of tracheotomy or endo-

tracheal tube has rapidly and widely ex-

tended. Possibly the use of tracheotomy

and certainly the use of the nasal tracheal

or orotracheal tube are advocated less now
for upper respiratory tract obstruction

than for deficiencies in the central or pe-

ripheral nervous system, the chest wall, or

the lung itself. Such a widening of indi-

cation is involving to a greater degree

physicians, other than otolaryngologists.

These are the chest surgeons, neurosur-

geons, physicians and anesthetists, and it

is perhaps for this very reason that the

incidence of complication is increasing and
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a discussion of the problems becomes more

pressing.

The problems of tracheotomy and the

use of orotracheal or nasotracheal tube

vary somewhat depending on whether the

adult or child is being treated. In the adult,

most respiratory obstruction is due to con-

ditions other than acute inflammation and

to a much greater extent, assisted respira-

tion is necessary in cases of chronic pul-

monary disease, injury, drug overdosage

and laryngeal tumor. In the infant and

child however, most respiratory obstruc-

tion is due to inflammatory disease and

postoperative neurosurgery, and pulmo-

nary disease. The other very great and most

important difference between adults and a

child lies in the use of a cuffed tube. In

the adult, it is necessary to use an inflat-

able cuff on the tracheotomy or the naso-

or orotracheal tube in order to assist in

the respiration. An airtight seal in the

trachea is essential. In a child, however,

such a cuff is not necessary and in the

Hospital for Sick Children, Toronto, the

complications seen are not related to the

use of a tracheotomy tube, but rather to

the use of the naso- or orotracheal tube

and the damage is almost always subglot-

tic rather than tracheal. The complications

of tracheotomy in the adult are chiefly due

to the inflatable cuff on the tracheotomy

tube.

Indications

The most useful classifications of the

indications for tracheotomy are as follows:

1) Upper respiratory obstruction

2) Chest or pulmonary diseases or in-

juries

3) Central or peripheral nervous sys-

tem defect

It is useful to discuss tracheotomy or

the use of nasotracheal tube by consider-

ing first the most obvious and ancient

cause for tracheotomy, that of upper re-

spiratory tract obstruction.

In the adult, the use of tracheotomy for

acute inflammatory conditions is not very

common today. It still occurs occasionally

in the presence of lateral pharyngeal ab-

scess and rarely in floor of the mouth ab-

scess. In children or infants, however, in-

flammation is still a very common cause

for respiratory obstruction.

For example (Table 1), in a series pre-

pared for the Hospital for Sick Children

TABLE I

ACUTE SUPRAGLOTTITIS AND ACUTE
LARYNGOTRACHEITIS

H.S.C. 1952-59

4148 Patients Admitted

Tracheotomies in 336 (8%)
in 7% of Laryngotracheitis

In 69% of Supraglottitis

(54 of 78)

in Toronto dealing with acute supraglot-

titis and acute laryngotracheitis, it is shown
that 8 percent of all children who were
admitted with these diagnoses required

tracheotomies. It is interesting to note

that the supraglottitis, although not as

common as laryngotracheitis, requires tra-

cheotomy to a much higher degree and,

therefore, appears to be a much more dan-

gerous infection. It is in this area, that the

laryngologists feel most strongly that pro-

longed nasal tracheal intubation should

not be carried out in infants. The passage

of a tube through the larynx under these

circumstances is indeed hazardous and
difficult, and in the presence of inflam-

mation is much more likely to produce

ulceration and eventual stenosis. Severe

subglottic stenosis does occur relatively

frequently with prolonged intubation for

these conditions, and to the best of my
knowledge, we have not yet developed an

adequate method of dealing with such a

problem. Tracheotomy is safe, when prop-

erly done, and relatively free of complica-

tions and it is the proper method of as-

sisting the respiration in such conditions.

It is probable that in short-term upper re-

spiratory tract obstructions, in children, as

seen postoperatively, that orotracheal in-

tubation can be very useful.

The absolute indication, of course, for

tracheotomy is the condition under which

upper respiratory tract or laryngeal ob-

struction is so severe or of such a nature

that a tube cannot be passed. In this cate-

gory comes the common problem in the
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adult of tumors of the larynx, which re-

sult in distortion of the normal anatomy
to such an extent that the passage of a

tracheal tube is hazardous and difficult.

Under these circumstances, tracheotomy

under a local anesthetic is certainly the

method of choice. With evidence of some
respiratory difficulty and in the presence

of laryngeal or in fact tracheal obstruc-

tion, a general anesthetic is contraindicat-

ed. A number of tragedies have occurred

because of the cessation of voluntary res-

piration with anesthetic under these cir-

cumstances and then the unsuccessful ef-

forts of intubation.

In adults, the choice of tracheotomy or

orotracheal intubation rests somewhat
heavily on the determination as to the

length of time that assisted respiration is

necessary. Short-term problems in the

presence of a normal larynx can very well

be handled by intubation, but some of our

more severe cases of damage to the trachea

have occurred in those conditions in which

the original short-term became a much
longer one. It is necessary to be alert to

the possibility of severe tracheal damage
by the inflated cuff of either tracheotomy

tube or an orotracheal tube, and utilize

every effort to avoid this complication.

In our experience, the traumatic causes

of upper respiratory tract obstruction have

become increasingly common, and per-

haps form the indication for assisted res-

piration over the most protracted period

of time.

The second large group of causes for

tracheotomy include the very common
chronic chest conditions of emphysema
and asthma. Bronchoscopy and aspiration

of secretions in severe asthma may result

in such improvement in respiration that

a tracheotomy is indicated, but when em-

physema or asthma requires frequent as-

pirations over many years, then repeated

intubations are preferable to a permanent

tracheotomy.

Respiratory insufficiency is indeed a

common cause for assisted respiration. The
problem of drug overdosage in a general

hospital is a common one and in an arbi-

trary way, the figure of 48 hours has been

chosen as the length of time which oro-

tracheal intubation can be used before a

tracheotomy is done. Very often, however,
in anticipation of recovery, this period is

prolonged, and such cases have produced
the most serious damage to the subglottis.

Head injury with unconsciousness poses

the same problem as drug overdosage.

Poliomyelitis was a very common cause

of paralysis requiring assisted respiration

in the early part of the century. Fortunate-

ly, the need for such treatment is no longer

frequent as the vaccine has reduced the

incidence. Other neurological diseases such

as peripheral neuritis occasionally require

assisted respiration, and in these cases

tracheotomy is indicated.

Technique

Preparation for tracheotomy is most im-

portant. There are occasions in which an

emergency tracheotomy must be done and
in particular, in those cases of automobile

accidents by which many lives have been

saved in the most energetic and dramatic

road-side operations. But, if possible, such

emergency procedures should be avoided.

This can be done by proceeding to trache-

otomy as soon as the question arises. In the

adult, and in the child in particular, the

establishment of an airway either by bron-

choscope or by endotracheal tube followed

by a tracheotomy is the method of choice.

If there is an element of respiratory ob-

struction and if there is some doubt as to

the ease by which an airway can be es-

tablished through the larynx, then a tra-

cheotomy under local anesthetic is cer-

tainly indicated. The indications for tra-

cheotomy have broadened to such a degree

that other factors must be considered also.

These include the correction of shock or

metabolic imbalances. Occasionally a tra-

cheotomy is necessary in a patient who
has had long standing respiratory obstruc-

tion with the production of high serum

C0 2 . In these cases, the possibility of car-

diac arrest and sudden death is very high.

In patients with bilateral vocal cord paral-

ysis due to thyroid surgery, hypoparathy-

roidism must be suspected and treated

medically before operation. Thus, included
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in the preparation of patients for tracheot-

omy must be the assessment of many
factors, other than the simple respiratory

obstruction.

The choice of anesthetic for tracheotomy

is important. I think ideally even under

local anesthetic, it is desirable to have the

anesthetist standing by, to give assistance

once the airway is established. Particular-

ly, in infants, no anesthetic is the safe

method for intubation. Once the broncho-

scope is in place, then an anesthetic may
be given. The presence of the rigid bron-

choscope also is of great assistance in find-

ing the very flaccid tiny trachea in a small

infant.

The proper positioning of the patient so

that the trachea is in midline and extended

is important. It is also a help if you are

in a hurry, to grasp the larynx and pull

the trachea out of the mediastinum so

that it becomes easily accessible. The skin

incision should be horizontal, except per-

haps in infants and when for some reason

or other, the operation has to be done in a

great hurry.

The site of the tracheotomy is important.

In adults the window should be made at

the third or fourth ring and in infants

considerably lower. If the window of the

trachea is made at a higher level, then the

danger of subglottic stenosis becomes a

real one. The isthmus of the thyroid gland

is also a hazard, unless it can be divided

and sutured. Otherwise, a tracheotomy

tube safely in position in the trachea may
for some reason be removed and the win-

dow then blocked by the thyroid isthmus.

There are many types of stoma forma-

tion advocated and probably this particu-

lar point is not so very important. We
tend to remove a section of one cartilage

in the adult and a portion of two cartilage

rings in the infant. A large tracheotomy

tube is desirable but if conditions are such

that the smaller tube is feasible then the

smallest possible will reduce tracheal wall

damage. With particular reference to the

orotracheal tube, the anesthetists are anx-

ious to get the largest possible tube

through the larynx, but this has caused

in many occasions temporary subglottic

edema and sometimes subglottic granula-

tions and stricture.

The size of the tracheotomy tube has

not appeared to be related to the damage
of the trachea at the stoma in dog experi-

ments, although this must be a factor.

Probably the most important factor, par-

ticularly when respiration is being assisted,

is free movement of the tracheotomy tube.

Since we have used a very flexible con-

nector between the tracheotomy tube and

the respirator, so that the movement of the

tracheotomy tube in the trachea has been

reduced, we have not had so many stomal

or subglottic stenoses.

The closure of the skin incision for tra-

cheotomy and of course fixation of the

tube in place are most important, particu-

larly in infants. In an adult, the tracheot-

omy tube can easily be replaced but in

an infant this may not be so.

The majority of patients receiving as-

sisted respirations either with their tra-

cheotomy tube or orotracheal tube in the

large city hospitals are now cared for post-

operatively in the respiratory unit. The
majority of the complications from assisted

respiration arise in these units. This is not

a criticism of the respiratory unit but

rather is the result of increased indica-

tions for the use of tracheotomy and be-

cause of the very sick type of patient who
is being successfully looked after in these

areas.

There is no doubt that all tracheotomies

are infected and there have been many
devices of antibiotic rinses and suctions

to avoid this complication. Humidification

and suction are important, but there are

dangers from over-energetic suction with

resistant tubes which may very well ul-

cerate the tracheal mucosa. The tip of the

tracheotomy tube also may cause damage
to the trachea and this should be kept in

mind. Also important are the amount of

air in the tracheotomy cuff and the regu-

lar reduction in the cuff pressure. Prob-

ably however, it is much more important

not to raise the cuff pressure more than is

absolutely necessary, than it is to inter-

mittently reduce a pressure which is too
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high. Dog experiments have indicated

that there is a definite relationship be-

tween pressure in the cuff and the damage
in the tracheal wall.

Complications

Delay in the institution of tracheotomy

is of course a cause of great morbidity and

mortality. It has been said many times

and cannot be emphasized too frequently

that the assistance to respiration should be

carried out at the very earliest indication

of serious difficulties. Dissection of the

neck at the time of tracheotomy, particu-

larly in infants, may occasionally cause

complications. Hemorrhage is perhaps the

commonest, but also there is a possibility

of the production of pneumothorax and air

embolus while operating in this area.

Many of the early postoperative com-

plications are certainly of importance.

Hemorrhage into the incision area and

subcutaneous emphysema may under cer-

tain circumstances cause a considerable

amount of problems. The maintenance of

the tracheotomy tube in place and the

hazard of a large thyroid isthmus have

to be considered. Suctioning of the tra-

cheotomy tube may cause ulceration,

crusting and obstruction, and this is par-

ticularly true in the presence of infection.

Tracheotomies which are done for pure

obstruction alone do not to the same ex-

tent require such meticulous care.

It is with late postoperative complica-

tions that the chief problems have been

encountered in the past few years (Table

2).

TABLE 2

LATE COMPLICATIONS OF INTUBATION

Glottic 3

Subglottic 15

Stomal 20

Distal 11

The site of damage to the upper respira-

tory tract divides itself into glottic, sub-

glottic, stomal and distal.

Laryngeal

Laryngeal damage results from intuba-

tion, either from the actual passage of the

116

tube or the presence of the tube in the

larynx itself. Frequently, acute laryngeal

edema or ulceration can be seen as a result

of intubation but the chronic complications

of significance are not common.

In the child, this is usually seen as a

laryngeal web, which can be handled by
excision or dilatation. In the adult, post-

intubation granulomas are the most com-
mon complications and webs are infre-

quent. In one of our cases, however, there

was a posterior laryngeal ulceration and
stenosis, with resulting fixation of the ary-

tenoids. This required a tracheotomy and
eventually had to be excised in order to

restore laryngeal movement.

Subglottic

It is in the subglottic area that the seri-

ous complications occur. The cricoid car-

tilaginous ring is the narrowest part of

the upper airway and it is at this point

that the endolaryngeal tube causes its

damage. There are acute ulceration and
edema followed by circular stenosis. In the

infant and very small child, this particu-

lar complication is extremely serious and
is most difficult to handle.

In the adult, the serious complications

at this site have occurred in those cases in

which intubation has been used to treat

unconsciousness from drug overdosage or

head injury. In most cases, the period of

time for intubation has been prolonged

beyond the arbitrary 48 hour limit. The
inflated cuff on the endotracheal tube, sit-

ting in the cricoid area causes ulceration

and granuloma formation, and injury may
be much more extensive resulting in de-

struction of the cartilaginous wall. Fig 1

shows extensive ulceration and granuloma
formation in the region of the cricoid ring,

and Fig 2 shows marked complete destruc-

tion of the anterior tracheal wall for a

distance of 6 cm. Various factors un-

doubtedly play a part in the production

of this injury. The ever present infection

associated with tube movement and per-

haps periods of hypertension undoubtedly

are significant factors.

When extensive cartilaginous destruc-

tion is not present, such strictures can be
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Fig 1. Demonstrated are granulations and scarrings in the subglottic region due to an indwelling

endotracheal tube with cuff.

Fig 2. The tracheal wall is completely destroyed for a distance of 6 cm as a result of a cuffed

endotracheal tube in place for four days.
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Fig 4. Extensive subglottic damage can be seen

in the tracheogram.

for the production of this damage is the

movement of the tracheotomy tube be-

cause of its attachment to the respirator.

When this tugging action is eliminated by

suspension of the connecting tubes, the

damage can be reduced. A typical stomal

stricture can be seen in Fig 5, which is a

tomogram of the trachea. The stricture at

this site is more of a collapse than at the

other commonly involved area, and is usu-

ally triangular. This can be seen in Fig 6.

The treatment of choice for these strictures

is resection of the damaged area with di-

rect anastomosis. Such a case is illustrated

in Fig 7.

handled by dilatation either indirectly or

by the presence of an indwelling pros-

thesis as seen in Fig 3. These prostheses

Fig 3. Here an indwelling sialastic stent can

be seen in the subglottic region.

may be left in place for several weeks and

changed to progressively larger sizes un-

til the lumen can be established. When
extensive tracheal wall destruction has

taken place, it is unlikely that dilatation

alone will be effective. In these cases, ex-

cision of the damaged area and direct an-

astomosis, or reconstruction of the trachea

is necessary. These are very long pro-

tracted procedures and in very severe

cases may not be successful. If at all pos-

sible, the excision and anastomosis are the

superior methods of dealing with the prob-

lem. Tracheograms are helpful in the as-

sessment of the amount of damage to the

trachea and the length of the injured seg-

ment. This can be seen in Fig 4.

Stomal

The commonest site for tracheal damage
in those cases which have had tracheotomy

and assisted respiration is at the site of the

tracheotomy itself. This is undoubtedly

due to the combination of ulceration and

infection with parachondritis and destruc-

tion of the tracheal cartilage. Perhaps the

most important single etiological factor
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Fig 5. A tomogram showing tracheal narrow-

ing of significance at the stomal site.

if

’

Fig 6. Pathological specimen showing the typi-

cal triangular structure of the stomal site.

Fig 7. The stenosed tracheal segment can be seen distally prior to its excision and subsequent tra-

cheal anastomosis.
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Distal

Strictures of the distal trachea due to

the tip of the tracheotomy tube or the

cuff on the tracheotomy tube have a fur-

ther complication in that they are more
difficult to approach. Furthermore, an

airway must be established through the

narrowed area in order to maintain res-

piration. Such strictures are circular,

stenotic and extremely resistant to dilata-

tion. A typical stricture is seen in Fig 8.

Using a variety of tracheotomy tubes of

increased length, such a stricture can be

dilated successfully. More rapidly, how-

ever, if the patient is in good condition and

is aided by a sternal split, the area of ste-

nosis can be exposed and the stricture

area can be excised in the manner previ-

ously described at the tracheotomy site.

Such an excision is illustrated in Fig 9.

Thus in summary, the late complications

of intubation are not infrequent and pose

a very definite therapeutic problem. The
most difficult area is the subglottic region

particularly if associated with tracheal

destruction. In this area, particularly in

pEWj|HiTEIIS *

Fig 8. A distal tracheal stricture due to a

tracheotomy tube cuff.

infants, it may not be possible to success-

fully correct the stenosis.

Fig 9. Excision of a distal tracheal stenosis to be followed by an anastomosis.
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The development of significant late

strictures in the larynx and trachea is often

prolonged. It is, therefore, necessary to be

aware of this possibility and to carefully

observe patients being discharged from the

respiratory unit when they have been

treated by endotracheal intubation or

tracheotomy with assisted respiration. Par-

ticularly, in those cases in which the orig-

inal problem was chronic respiratory dis-

ease, subsequent problems of dyspnea may
be due to tracheal collapse or stenosis,

rather than to the original disease.

In Tables 3 and 4 are illustrated our ex-

periences with long-term follow-up on re-

TABLE 3

1967 RESPIRATORY UNIT

Patients 222

Tracheotomy with I.P.P 112

Other HO

TABLE 4

SURVEY

53

5 Severe

9 No Disability

4 Severe

3 No Disability

spiratory unit patients who have had tra-

cheotomy. This demonstrates the fact that

many significant lesions have been dis-

covered by such a study which might

otherwise have not been diagnosed. Such

a study is currently going on and is also

correlated with the immediate detubation

findings. Each patient who has had as-

sisted respiration is examined directly on
discharge from the respiratory unit by
bronchoscope or by retrograde visualiza-

tion of the trachea through the tracheo-

tomy stoma.

Summary

The use of tracheotomy and endotra-

cheal intubation to assist respiration in

patients in the respiratory unit has been
an extremely useful therapeutic proce-

dure. Serious complications resulting from
damage to the trachea or larynx may re-

sult, however, either at laryngeal or sub-

glottic regions due to the endotracheal

tube or at the tracheotomy site, due to

the tube itself or to the inflatable cuff. It

is essential that these complications be
suspected and that these patients be ob-

served over many months, so that neces-

sary treatment can be carried out.

In general, serious strictures of the

larynx or trachea are best handled by
excision, but in some cases dilatation is

the treatment of choice and in some cases,

no treatment has yet been effective in re-

storing a normal upper respiratory tract.

The indication for tracheotomy has rap-

idly expanded in the past 20 years and is

being used extensively to assist respira-

tion in respiratory units throughout the

country. Historically, tracheotomy has

been an exceedingly useful surgical tool,

and doubtless indications for its use will

continue to expand.

Entered (112)

Stoma

Cuff

Do not rub any speck or foreign body that gets into the eye, advises the National

Society for the Prevention of Blindness, Inc. Lift the upper eyelid over the lower lid

and let tears wash out the particle. If the speck doesn’t wash out, keep the eye closed

with a light dressing and seek medical attention.
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The Application of Electronic Pacemakers to the

Treatment of Acute and Chronic Heart Block

• The authors have reported experiences with electronic pacemakers

in the treatment of acute and chronic heart block. The indications,

selection of procedures and complications are discussed. Thirty-seven

of the 44 patients with chronic heart block treated with permanent

pacemakers survived to the time of this report.

pHARMACOLOGIC agents have been

used for many years in patients with

symptomatic heart block, with varying

degrees of success. 1 The application of

electronic pacemakers for treatment of

heart block has greatly improved the prog-

nosis and largely relieved the symptoms. 2 ' 5

Our experience with temporary cardiac

pacing began in 1961, when an electrode

cardiac catheter attached to a fixed rate

pacemaker was hastily inserted at the bed-

side to initiate heartbeat in a patient with

heart block and ventricular asystole. 6 Our
experience with permanent fixed rate

pacemakers began in 1962, when epicardial

electrodes, introduced at thoracotomy,

were implanted on the surface of the left

ventricle in an elderly man suffering' from

daily attacks of Stokes-Adams seizures.

Since these initial experiences, 40 patients

with acute heart block, or other acute

arrhythmias, have been managed with

temporary cardiac catheter pacing, and 44

other patients with symptomatic chronic

heart block have been managed with per-

manently implanted pacemaker units after

initially being paced via a temporary

cardiac catheter. Although fixed rate pac-

ers were used earlier in this group, de-

mand type units have been employed for

all pacemaker units in the past three

years. In contrast to the fixed rate pace-

maker, which continuously emits stimuli

at a preset rate, the demand type unit

only emits a stimulus at a preset inter-

val after the preceding R wave. Demand
units, therefore, do not stimulate during

From the Department of Surgery, Tulane Uni-

versity School of Medicine, New Orleans.

ROBERT J. SCHRAMEL, MD, FACS
ALBERT L. HYMAN, MD, FACP

New Orleans

the vulnerable zone (generally the initial

two-thirds of the T wave) of the preced-

ing beat, and the risk of repetitive firing

and ventricular fibrillation is avoided. This

report describes our experiences with elec-

tronic pacemakers in these patients.

Indication for Cardiac Pacing

1. A temporary electrode cardiac cath-

eter was used in 31 patients with acute

myocardial infarction complicated by sec-

ond degree heart block (either Mobitz

type I or II) or by complete heart block.

Used with a demand type pacemaker,

these temporary catheter units stimulate

the ventricle only on a standby basis,

usurping the cardiac mechanism when the

heart rate falls below a predetermined

value (Fig 1).

2. Bradycardia, supraventricular or with

A-V dissociation, which may appear as a

complication of drug therapy, and may
occasionally follow cardiac surgery or

acute cor pulmonale was managed in four

patients by temporary ventricular cathe-

ter pacing. An additional patient with

paroxysmal atrial tachycardia with ex-

treme block was treated with catheter

pacing from the right ventricle.

3. A variety of arrhythmias character-

ized by bouts of supraventricular and ven-

tricular beats was managed in four pa-

tients by temporary pacing. A stable car-

diac rhythm can usually be instituted by
usurpation of the cardiac mechanism with

a temporary electrode catheter which

stimulates at a rate slightly faster than

the patient’s own rate (Fig 2).

4. Permanent cardiac pacing was used

in 47 patients with chronic heart block.
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RESPONSE OF DEMAND PACEMAKER TO CARDIAC SLOWING

Triggered ON by R-R interval exceeding 0.79 second (75/m)

Triggered OFF by R-R interval less than 0.93 second (65/m)

Pacemaker rate set at 65 /m (R*R = 0.93 second )
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CAROTID SINUS PRESSURE

Fig 1. ECG illustrating the function of a demand (standby) pacemaker for right ventricular stimu-

lation. As carotid sinus pressure prolongs the R-R interval beyond 0.79 sec, the demand unit stimulated

initially in the QRS complex of a sinus beat (8th complex of tcp strip), and then controlled the cardiac

mechanism, for the most part, until carotid sinus pressure was released. Note that retrograde A-V con-

duction was blocked during artificial pacemaker beats; the sinus rate initially slowed, but then (begin-

ning of second strip) began to recover. The sixth QRS of the second strip was initiated by the sinus

node, which stimulated the ventricle in a non-refractory period. This sinus node beat interrupted the

demand pacemaker, which could subsequently stimulate the ventricle only after an asystolic interval of

0.79 sec.

CATHETER ELECTRODE PACING FOR ARRHYTHMIAS

Fig 2. ECG illustrating a supraventricular arrhythmia with frequent ventricular premature beats.

This patient had been cardioverted twice for recurrent ventricular fibrillation. A stable rhythm (initial-

ly with electrical alternans) was maintained by usurpation of the cardiac mechanism by temporary
catheter pacing of the right ventricle. A stable sinus mechanism returned in 36 hours, and catheter could

be discontinued. -
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Thirty-nine of these patients had Stokes-

Adams seizures, six had heart failure, and

two had both. Initial therapy in all of

these patients was instituted with the tem-

porary electrode catheter pacing.

Techniques of Pacing

Temporary pacing was instituted by

bedside insertion of an electrode cardiac

catheter from an arm vein into the right

ventricle. Permanent pacing was instituted

by either implanting electrodes epicardial-

ly at thoracotomy, or by implanting an

electrode catheter endocardially through

the jugular vein into the right ventricle.

The electrode wires from either type of

permanent implantation are attached to a

demand type battery driven stimulator,

which is implanted in the subcutaneous

tissue overlying the pectoral muscle.

A temporary electrode cardiac catheter

was introduced at the bedside by one of

us (A.L.H.) from the left medial ante-

cubital vein into the right ventricle with

the aid of ECG monitoring. The distal

electrode of the catheter was used with

the common terminal (V lead) of a stan-

dard ECG apparatus. As the catheter

passes from the vena cava into the right

atrium, the P waves become large, and

often exceed the magnitude of the QRS
complex (Figs 3-4). As the catheter passes

through the tricuspid, the P wave again

becomes small, and the QRS complex, con-

sisting of a small septal R wave, and a

large intracavity S wave, becomes appar-

ent. A large current of injury (touch phe-

nomenon) is easily produced by contact

of the electrode with the endocardium. A
description of this technique has been

published. 6 The catheter electrode wires

are then attached to an external demand
pacemaker, which can be conveniently

strapped to the patient’s forearm. Immo-
bilization of the left arm is not required,

and these catheters may be kept in place

TRANSVENOUS CATHETER PACING FOR COMPLETE HEART BLOCK:
Atrial Rate 70/min - Ventricular Rate 20/min

Catheter passed from superior cava to right atrium: Note premature atrial beats
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Catheter electrode in ventricle: Note small P waves and large QRS complex

Fig 3. ECG obtained during bedside insertion of electrode catheter. The P wave increases in size

and changes contour as the catheter approaches and enters the right atrium (strips 1 and 2), but be-

comes small as the electrode enters the right ventricle (strip 3). A current of injury is noted when

the electrode touches the endocardium.
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RIGHT ATRIAL ENDOCARDIAL INJURY CURRENT: COMPLETE HEART BLOCK

Electrode in right atrium: Note hugh P waves

Huge P waves from right atrial electrode

Fig 4. An error commonly encountered with bedside catheter insertion is illustrated in this electro-

gram. The current of injury is due to contact of electrode with the right atrial wall (end of strip 3), not
with the right ventricular endocardium.

for 3 to 4 weeks without difficulty. Inser-

tion from the left arm is preferable be-

cause the natural curve of the catheter

permits introduction through the tricus-

pid valve most readily. The use of this

site also avoids the possibility of wound
contamination during surgical introduc-

tion of the transjugular permanent elec-

trode catheter. This cardiac catheter is

maintained in position throughout subse-

quent transthoracic or transvenous inser-

tion of the permanent unit, to assure ade-

quate heart rates during these procedures.

During and after insertion of the cathe-

ter, care must be exercised to avoid leaks

of alternating current, since even small

amounts of alternating current passing

through the electrode-wire into the myo-
cardium may provoke ventricular fibril-

lation. The ECG apparatus must be care-

fully grounded with all other equipment
to a common site. 7 (A water basin drain

is usually convenient. The common prac-

April, 1969—Vol. 121, No. 4

tice of grounding the ECG apparatus to

the patient’s right leg, which effectively

circumvents all protection incorporated

into these instruments, is particularly dan-

gerous.) After the electrodes have been
attached to the external pacemaker, the

naked electrode contacts are insulated to

avoid picking up stray alternating cur-

rent. This current is frequently emitted
by commonly used medical equipment
such as suction apparatus, positive pres-

sure respirators and electrically powered
sick-beds.

Permanent implantation of bipolar epi-

cardial electrodes is done through a tho-

racotomy incision (Fig 5). This technique
has been described in detail by Chardack. 8

The force (and resulting tendency for

bending and breaking) required to im-
plant these electrodes is largely eliminated

by creating a small epimyocardial pocket.

This pocket is made by inserting the tip

of a curved mosquito hemostat through
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Fig 5. Composite x-ray illustrating epicardial

electrodes attached to the left ventricle, with pow-

er-supply unit implanted in the abdominal sub-

cutaneous tissue.

the epicardium to a depth of 6 to 7 mm.
The hemostat is then rotated several times

through an arch of 270°, and the electrode

is very carefully set into the resulting

cavity without pressure.

The technical procedure for placement
of the permanently implanted transvenous

pacemaker has also been described9 (Fig

6). The supraclavicular approach, using

either the external or internal jugular

vein is preferred. The upper skin flap is

undermined for a distance of 2 to 3 cm,
and a loop of electrode wire is placed un-

derneath this flap to avoid stress on the

electrode wires as they cross anterior to

the clavicle. During fluoroscopic implan-

tation of the bipolar electrode catheter

into the right ventricle apex, inadvertent

introduction of the electrodes into the

coronary sinus is avoided by initially pass-

ing the electrodes through the right ven-

tricle into the pulmonary artery, and then
carefully withdrawing them into the ven-

Fig 6. Chest x-ray illustrating position of per-

manently implanted transvenous pacemaker. The
catheter tip containing bipolar electrodes is em-
bedded in the trabeculae of the right ventricular

apex. The power supply is implanted subcutan-

eously in the right pectoral region.

tricular cavity before they are guided into

the ventricular apex. In this position, the

more distal electrode usually becomes em-
bedded in the ventricular trabeculae. The
small stainless steel guidewires are then

removed. The electrodes are observed for

5 to 10 minutes in the apical position to

insure that they are not readily regurgi-

tated into the right atrium by an insuffi-

cient tricuspid valve. When regurgitation

through the valve prevents permanent
placement in the apical position, the right

ventricular outflow tract has proved to be

an adequate site for placement. The posi-

tion of the electrodes is also carefully ob-

served as the patient is rotated into the

lateral decubitus positions. Observing a

stimulus threshold of 1.5 ma after final

placement of the permanent catheter has

offered additional assurance of proper

catheter position. Nonetheless, both loss
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of catheter position and later perforation

of the ventricle have occurred in patients

in whom ideal position had been achieved.

A temporarily inserted cardiac catheter is

maintained in position during electrode

implantation to insure an adequate heart

rate; it is removed 3 to 4 days later when
maintenance of implantation position of

the permanent catheter is assured. After

transvenous implantation, patients remain

in bed in the supine position for 48 hours

to permit fibrin formation about the cathe-

ter. Patients are then carefully monitored

in the lateral decubitus and sitting posi-

tions, before they are permitted to walk.

Strict adherence to sterile technique

during insertion of permanently implant-

ed transvenous electrodes is required, even

though this procedure is performed with

fluoroscopic equipment. Treatment of any

resulting wound infection usually requires

removal of the pacemaker apparatus. Pa-

tients are maintained on appropriate anti-

biotics from the time of insertion until

the wound has healed. Infection around

a pacemaker is a therapeutic disaster

which inevitably results in prolonged mor-

bidity in the few patients who survive

this complication. We have been gratified

at the low infection rate in this group of

patients.

Results

Although satisfactory temporary pacing

was established in all patients with acute

block, 2 of the 24 with posterolateral in-

farct, and 4 of the 7 with anterolateral

infarct died from other complications

(shock in 5; congestive failure in 1) of

myocardial infarction. The more serious

prognosis of acute anterior infarct with

second or third degree block has been

previously reported. 10 Three of the four

patients in whom temporary pacing was

used to usurp the cardiac mechanisms for

management of bradycardia with ventric-

ular premature beats survived, and one

died from congestive heart failure and

shock. Both patients treated with tem-

porary pacing for drug induced A-V dis-

sociation survived. None of the patients

with acute heart block required perma-

nently implanted pacemakers.

Thirty-seven of the 44 patients with

chronic heart block treated with perma-
nently implanted pacemakers survived

to the time of this report. None of the

deaths in this group could be attributed to

the surgical complications of pacemaker
implantation. Twenty-one of these patients

were found to be unsuitable candidates

for thoracotomy, and were treated with

transvenous permanently implanted elec-

trode catheters.

Complications Encountered with Cardiac

Pacing

Approximately 18 percent of temporar-

ily inserted electrode catheters become
dislodged from the right ventricular cavity

at some time during the course of pacing.

This complication is recognized by failure

of the pacemaker to function as a demand
unit, and by failure of the appropriate

pacemaker signals to cause ventricular

excitation. Usually, the catheter is easily

repositioned at the bedside. Although no

instance of perforation of the right ven-

tricle occurred with catheters in place for

as long as 3 to 4 weeks, localized necrosis

of the right ventricular apex was ob-

served in one instance during thoracotomy

for permanent implantation of epicardial

electrodes. No instance of pulmonary em-
bolus was recognized, and septicemia or

wound infection did not occur.

About 12 percent of permanently im-

planted transvenous pacemakers became
dislodged from the right ventricle, caus-

ing pacemaker failure. This complication,

which generally occurred within 72 hours

of implantation, is usually due to regurgi-

tation of the catheter tip into the right

atrium. In four instances however dis-

placement occurred three weeks to three

months after the implantation; in each,

the catheter had perforated the right ven-

tricular wT
all (Figs 7a, b). This complica-

tion was readily recognized. These pa-

tients developed hiccoughs confined to the

left hemithorax (stimulation of the left

phrenic nerve) . Two also had giddiness

from intermittent failure to pace; in the
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Fig 7. PA and lateral chest films illustrating position of a permanently implanted transvenous elec-

trode catheter after perforating the right ventricle; the left diaphragm was seen to contract with pace-

maker stimuli.

third, pacing continued from epicardial

stimulation by the perforating catheter.

In these three patients, repositioning was
readily accomplished fluoroscopically by
withdrawing the catheter into the right

ventricular outflow tract. In no instance

did repositioning of the perforating cathe-

ter cause discomfort and cardiac tampon-

ade did not occur.

A single instance of infection around

an implanted unit occurred. This was
treated by exteriorizing the unit and open-

ing the skin pocket widely. The patient

paced satisfactorily for an additional two

years, finally succumbing to disseminated

carcinoma. In another patient, erosion of

the skin by the electrode wire was prob-

ably due to inadequate closure of the soft

tissues over the wire.

Broken wires or electrodes were en-

countered in six early patients. In five, the

electrode tip had fractured at the point

of epicardial implantation. Two of these

five had their implantation elsewhere,
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and were seen by us after pacemaker

failure had developed. Since failure to

pace may be initially intermittent, the

onset of abortive syncopal episodes indi-

cates the need for a prompt search for an

electrode which is acting as an inefficient

conductor. Identification of the fracture

site is not always possible by x-ray. Sur-

gical exposure of the wires in the subcu-

taneous tissue near the pacemaker battery

unit, and individual testing of their stimu-

lation threshold are usually necessary.

The electrode with the distinctly higher

threshold is divided, and is implanted sub-

cutaneously in the region of the pace-

maker unit. Removal of epicardial elec-

trodes has not been necessary in our pa-

tients.

In one of our initial transvenous perma-

nent implantations, the electrode wires

fractured and became exposed in the vi-

cinity of the clavicle. This complication

was probably related to increased stiffness

of the catheter produced by the stainless

steel guidewires. Since this catheter could

not be removed, the electrode wires were
cut, and a second transvenous pacemaker
was implanted along side the first. Frac-

ture has been avoided in all other patients

by removing these guidewires after the

catheter has been implanted in the right

ventricular apex. Although temporary in-

sertion of a cardiac electrode catheter is

usually helpful in preventing syncope dur-

ing the surgical correction of fractured

electrodes of permanently implanted units,

intermittent stimulation by the fractured

electrode may lead to a variety of com-

petitive phenomena (Figs 8, 9). In this

patient, the exposed wires additionally

stimulated the right phrenic nerve, result-

ing in right sided hiccoughs.

Competition between a fixed rate pace-

maker and ventricular premature beats

was commonly observed during the first

3 to 4 days of pacing. Lidocaine and quini-

dine have been helpful in minimizing the

number of premature beats. This compe-

INTERRUPTION OF DEMAND PACING BY FIXED PACEMAKER WITHOUT
VENTRICULAR DEPOLARIZATION

Stimulus

Fig 8. ECG illustrating intermittent stimulation by fractured electrodes from a fixed rate unit

(FRS). The stimulus (FRS) is sufficient to prevent myocardial stimulation by a temporarily inserted

catheter pacer attached to an external demand unit, even though the FRS does not cause myocardial

depolarization. Intermittent periods of asystole followed and a fixed rate external unit was substituted.

COMPLETE HEART BLOCK

Emergency cardiac catheter pacemaking: Intermittent competition from implanted transvenous pacer

with broken wire. (Fixed Rate Pacers)

Fig 9. ECG recorded during intermittent fixed rate stimulation (IPS) from an implanted catheter

which had fractured. Competition between the fractured implanted catheter, stimulating with a fixed rate

unit and a temporarily inserted cardiac catheter pacemaker also with a fixed rate unit is seen in the

middle of the tracing. Stimulation of either pacemaker during the vulnerable period may cause tachy-

arrhythmia. The fractured electrodes were hastily exposed in the jugular vein and severed. _ A second

transvenous catheter was then introduced alongside the severed one.
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VENTRICULAR FIBRILLATION FOLLOWING
FIXED RATE PACEMAKER FIRING IN VULNERABLE ZONE
DURING A PREMATURE VENTRICULAR BEAT
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tition is not innocuous, since stimulation

during the vulnerable period may provoke

ventricular tachyarrhythmias or fibrilla-

tion (Fig 10). The hazard of competitive

stimulation has been almost completely

eliminated by using demand type pacing

units. Eight of our patients, who initially

had fixed rate pacemakers, have reverted

from complete block to normal sinus

rhythm with competitive pacing within

1 to 8 months. The three unexplained

deaths in our patients have occurred in

this group of eight patients. Similar ex-

periences have been reported. 10 The sur-

vivors in this group, and all new patients,

have had demand type pacemakers im-

planted. The substitution of a demand for

a fixed rate pacemaker requires only an

exchange of power units through a subcu-

taneous incision with local anesthesia.

Discussion

Although atropine and isoproterenol are

often helpful in treating heart block oc-

curring during acute myocardial infarc-

tion, valuable time should not be expend-

ed with pharmacologic trials of these

agents. Our experience, as well as oth-

ers,
11-12 has indicated that these patients

are best managed by initially inserting an

electrode cardiac catheter for demand pac-

ing. Catheter insertion is especially urgent

in patients with anterior infarcts with

Mobitz type II block, since they are par-

ticularly prone to develop sudden com-

plete block. 13 Bedside insertion with satis-

factory pacing has been possible in 95 per-

cent of our patients. Disturbance of the

patient is minimal, and the ECG is moni-

tored throughout the procedure. The risk

involved in transferring patients from a

coronary care unit to a catheterization

unit is also avoided. (In an instance in

which bedside insertion produced unstable

stimulation because of catheter regurgita-

tion, ventricular fibrillation occurred in

an elevator while transporting the patient

to the catheterization laboratory for fluo-

roscopic inserting of the catheter). The
catheter should remain in place for 5 to

10 days after acute heart block has dis-

appeared. Although lidocaine, quinidine,

and propranolol are helpful in suppressing

ventricular premature beats or bouts of

ventricular tachycardia, which frequently

complicate management, these agents tend

to increase the degree of heart block and

to depress the rate of the idioventricular

pacemaker. In the presence of heart block,

these drugs are more safely administered

after a temporary demand pacemaker

catheter has been inserted. Additionally,

these agents may similarly complicate the

management of bradycardia with bouts of

tachyarrhythmias, without actual heart

block, unless a demand pacemaker has

been inserted.

All of the patients with chronic heart

block requiring permanent pacemaker in-

sertion had temporary catheter electrode

pacing initiated on admission to hospital.

Since Stokes-Adams attacks with com-

plete heart block may result from recur-

rent ventricular tachycardia or fibrillation,

as well as from extreme bradycardia, the

routine administration of isoproterenol or

epinephrine without constant ECG moni-

toring may prove hazardous. Syncope from

bradycardia can be prevented by usurpa-

tion of the cardiac mechanism with the

temporary pacemaker. Additionally, the

temporary pacemaker readily prevents

these complications during transthoracic

or transvenous insertion of permanent

pacemakers. Prophylactic temporary pac-
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ing of patients with asymptomatic heart

block has also been helpful in our experi-

ence in avoiding the risks of extreme

bradycardia during general surgical pro-

cedures.

Since better methods for epicardial elec-

trode insertion have largely prevented

electrode fracture, permanent implanta-

tion by the transthoracic route is the pre-

ferred technique in patients able to toler-

ate thoracic surgery. There have been no

deaths in our patients treated by this

method. The postoperative problems of

electrode displacement are avoided. The
transvenous permanent implantation is

reserved for poorer risk patients. Although
the latter type of implantation is done

under local anesthesia, repositioning of

the catheter may be required during the

early postimplantation period, and the

risk of ventricular perforation is always

present. 14 Although the larger Chardack-

Greatbatch catheters used in our patients

may be less likely to perforate than the

smaller Elema catheters, this risk is large-

ly related to the thickness and viability of

the myocardium at the implantation site.

The optimum rate of pacing is probably

between 65 to 80/min; but considerable

variation exists among patients with heart

block and may vary at different times in

the same patient. Although acute studies

have indicated that the atrial synchronous

pacemakers (which stimulate the ventricle

after each atrial beat) do increase cardiac

output more than ventricular pacemakers, 5

the chronic enhancement of output may
be considerably less, and of questionable

value in any but the severest heart failure.

The complexity of the additional electronic

circuitry required has dissuaded us from
using this type in our patients. Since de-

mand units have become available, no

fixed rate pacemakers have been used;

those previously implanted in patients who
returned to a normal sinus rhythm have

been replaced. The battery units are rou-

tinely replaced in 18 to 20 months, or

when x-ray evidence of battery weakness
is recognized. With improved circuitry,

tachycardia from battery weakness has

been avoided. Additionally, improved de-

mand pacemakers have largely prevented
battery shutoff by most radio frequency

signals, although occasional reports of this

accident have been reported with electro-

cautery, and automobile ignition switches

in proximity to the pacemaker unit. Ex-
ternal demand units may be accidentally

turned off by intermittent emission of

signals from a malfunctioning fixed rate

pacemaker, even though the latter does

not cause ventricular depolarization.

Atrial pacing has been successfully used

in treatment of severe bradycardia with

recurrent paroxysmal ventricular tachy-

cardia in patients without evidence of

atrioventricular block. 15 This pacing site

has not been employed in any of these

patients, since occasional instances of

Mobitz type I (Wenckebach) and 2:1 block

have been observed with atrial pacing at

selected rapid rates (Fig 11).

ATRIAL PACING

Poring at 62 /min with 11 conduction (Right atrium)

Pacing at 78/min. - Wenckebach's phenomenon

Pacing at 96/min. -2 : 1 block

Ventricular pacing

Fig 11. Atrial pacing for bradycardia of supra-

ventricular origin. Pacing at 78 min caused Mo-
bitz type I block, and pacing at 96 min caused 2:1

block.

Summary

Experiences with electronic pacemakers

in the treatment of acute and chronic

heart block have been described. In acute

myocardial infarction complicated by sec-

ond or third degree heart block, tem-

porary cardiac catheter pacing can be in-
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stituted by a bedside technique. This has

proved to be a safe and reliable method
of treatment. Chronic heart block, com-

plicated by syncope or heart failure, is

treated by permanent implantation of a

pacemaker unit. In suitable candidates,

transthoracic epicardial implantation is

preferred; transvenous implanted units are

reserved for poorer risk patients. Since

fixed rate units may initiate repetitive

tachyarrhythmias by stimulating during

the vulnerable zone, demand (standby)

units are preferred for both temporary

and permanent pacing. Complications

which have been encountered with elec-

tronic pacing have been described.
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Bandage a cut eye lightly with a sterile gauze patch and call a doctor immediately,

advises the National Society for the Prevention of Blindness, Inc. An eye with a cut,

puncture, abrasion, etc., should not be washed with water. Do not try to remove an object

stuck in the eye.
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Heart Sounds Following

Prosthetic Valve Replacement

• An interesting report is made to familiarize the practicing physi-

cian with the auscultatory phenomena which are to be expected in

patients who have undergone artificial valve implantation.

A N ever increasing number of patients^ with valvular disease of the heart are

undergoing surgical treatment to correct

valvular lesions. In some of these, it is

necessary to replace natural valves with

prosthetic devices.

The purpose of this presentation is to

familiarize the practicing physician with

the auscultatory phenomena expected in

patients who have undergone artificial

valve implantation. 1 ' 3

The Valve

Although a variety of prosthetic valves

are in use throughout the country, the

one most commonly utilized is the Starr-

Edwards’ valve (Fig 1). It consists of a

Teflon ring, a metallic cage, and a silicone

ball**: it allows unidirectional flow from a

proximal to a distal chamber. For ex-

ample, when placed in the mitral orifice,

it allows blood to flow from left atrium

to left ventricle and in the aortic orifice,

from left ventricle to aorta. Minimal retro-

grade flow from the distal to the proximal

chamber may occur at the time of valve

closure owing to inertia of the silicone

ball, but it does not appear to be of any

clinical significance.

Ordinarily, opening of the atrioventric-

ular and semilunar valves is a silent phe-

nomenon. However, the presence of an

artificial valve in one or more valvular

orifices introduces auscultatory “artifacts”

produced by the to-and-fro movement of

the silastic ball in its metal cage.

From the Department of Medicine. LSU Medi-

cal Center and the Heart Station. Charity Hospi-

tal of Louisiana. New Orleans.

* More recently, the valve has undergone several

modifications.

JORGE I. MARTINEZ-LOPEZ, MD
New Orleans

1 A

Fig 1. (A) Diagram of Starr-Edwards’ valve
prosthesis.

(B & C) Ball-valve action of prosthesis
allows unidirectional flow and
accounts for predictable aus-
cultatory phenomena. (With
permission. J. Lancet 84:23,

1964)

The Cardiac Cycle

It will be recalled that the first sound,

related to atrioventricular valve closure,

marks the beginning of isometric ven-

tricular contraction. When the intraven-

tricular pressure exceeds the pressure

within the great vessels of the heart, semi-

lunar valve opening occurs silently. This

is then followed by ejection of blood from
the ventricles into the aorta and the pul-

monary artery. Conclusion of ventricular

ejection, and the beginning of ventricular

relaxation, are signalled by the second

heart sound, which represents semilunar

valve closure. At this instant all four car-

diac valves are closed, isometric relaxa-

tion begins, and intraventricular pressure

continues to drop. When the pressure
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within the ventricles becomes lower than

the atrial pressure, silent opening of the

atrioventricular valves takes place. Owing
to this transient diastolic gradient across

the mitral and tricuspid valves, ventricu-

lar filling occurs passively and is later

augmented by atrial contraction. Then the

cycle repeats itself.

Mitral Valve Replacement

(Fig 2) Replacement of the mitral valve

with a Starr-Edwards’ prosthesis results

in the following auscultatory events: The
first heart sound is usually intensified,

and it is heard loudest in the area of the

lower left sternal border; a palpable shock

can also be appreciated in that area. No
alteration of the second sound occurs since

this sound is due to semilunar valve clo-

sure. A rather loud, clicking sound, how-
ever, is heard shortly after the second

heart sound at the apex and along the

lower left sternal edge. This sound results

from the silastic ball striking the metallic

cage when mitral valve opening takes

place; it is the equivalent of the “opening

snap” so often heard in mitral stenosis,

and may also be accompanied by a palpa-

ble shock.

Aortic Valve Replacement

(Fig 3) Placement of a prosthetic valve

in the aortic orifice is also expected to

introduce auscultatory phenomena related

to valve opening and valve closure.

Therefore, the first heart sound is not

altered; but a loud, clicking sound is heard

a brief interval after the first sound. This

“opening snap” of the aortic prosthetic

valve can be best appreciated at the base

of the heart, particularly along the left

sternal edge; a palpable shock is also often

present. The aortic component of the sec-

ond sound (when splitting is present) or

the second sound (when single) will be

loud and clicking.

Multiple Valve Replacement

The auscultatory “artifacts” introduced

by multiple valve replacement will be de-

pendent upon the number of valves im-

planted and their location; 3 each valve

contributes an opening and a closing

sound.

When the mitral and aortic valves have

Fig 2. Mitral valve replacement. Sound tracing recorded at apex. See text for details. (1 — first

sound, 2 = second sound, OS = opening snap)
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Fig 3. Aortic valve replacement. Sound tracing recorded second right interspace. See text for details.

(1 = first sound, 2 = second sound, OS = opening snap)

been replaced, four “prosthetic” sounds

are heard: a) mitral closure results in a

loud snapping first sound; b) an aortic

“opening snap”; c) aortic closure inten-

sifies the second sound; and d) a mitral

“opening snap” respectively (Fig 4) . In

Fig 4. Mitral and aortic valve replacement. Sound tracing recorded at left sternal edge. See text
for details. (1 = first sound, 2 = second sound, OS = second snap, m = murmur)

April, 1969—Vol. 121, No. 4 135



HEART SOUNDS—MARTINEZ-LOPEZ

contrast, in patients with mitral and tri-

cuspid valve replacement the characteris-

tic findings would be reduplication of the

first sound, an unaltered second heart

sound, and reduplication of the atrioven-

tricular “opening snap.”

We have had no experience in our

service with trivalvular replacement (ie,

mitral, tricuspid and aortic). In such a

setting, six “prosthetic” sounds have been

described and correspond to mitral and

tricuspid closure, aortic opening and clo-

sure, and mitral and tricuspid opening.

Summary

Replacement of cardiac valves with

prosthetic devices introduces predictable

auscultatory phenomena. In the Starr-

Edwards’ valve prosthesis, these are due
to the to-and-fro movement of the silicone

ball in the metallic cage.

In general, opening and closure of the

prosthetic valve will generate sounds
which can be easily heard and often pal-

pated on the external surface of the chest.

The number of sounds produced depend
on the number of valves implanted and
their location and they bear temporal re-

lationship with events in the cardiac cycle.
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For a blow to the eye or a “black eye,” apply cold compresses immediately, recom-

mends the National Society for the Prevention of Blindness, Inc., for about 15 minutes

per hour. A black eye could mean serious internal damage to the eyeball and should be

seen by a doctor.
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The Tuberculosis Program in the

United States Today

• The author reports on a practical way of diminishing the amount
of tuberculosis in this country. He emphasizes that it will be an am-
bitious program and will need the vigorous support of every person

in the community.

T N stark contrast to methods of “tuber-
* culosis control” which are familiar to

most practicing physicians, the Tuber-

culosis Program in the United States today

is one of eliminating tuberculosis through

chemotherapy: chemotherapy to prevent

infection and chemotherapy to prevent

disease. The program is based on the theo-

retical concept of eradication of tuber-

culosis with the practical objective of

proceeding as rapidly as possible from

control to elimination.

The terms “eradication,” “elimination"

and “control” have specific meanings.

Eradication 1 means the state wherein all

tubercle bacilli have literally been de-

stroyed; no one can have or can dissemi-

nate tuberculosis and no antituberculosis

measures will be needed. Control is the

situation in which the incidence or preva-

lence of a disease has reached a level

which is acceptable to the population in

question. As long as the number of new
cases in any given year is less than that of

the preceding year, we have technically

achieved “control,” a state of affairs which

is not at all acceptable to us today. We
want the further security we would have

by achieving “elimination” of tuberculosis.

With elimination, the number of cases

would be so few that any new cases would
represent a rarity. Elimination means re-

duction beyond the threshold of produc-

tion of a disease. There can be no such

thing as “virtual eradication,” but we

From the Department of Medicine, Touro In-

firmary, and the Department of Medicine. Tulane

University School of Medicine, New Orleans.

Presented to the 13th Southwest Regional Tu-

berculosis Conference. New Iberia. Louisiana, No-

vember 14, 1968.
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may have to settle for elimination as

preferable to control but not quite so good

as eradication.

In our efforts to proceed from control

to elimination, we rely very strongly on

chemoprophylaxis of tuberculosis. The Ar-

den House principle (“treatment is the

tool”) adopted in 1960 was one of elimi-

nation rather than of eradication. Breath-

taking advances in the antimicrobial ther-

apy of tuberculosis, recognition that tuber-

culosis is infectious only as an airborne

disease and appreciation that in the United

States about 80 percent of all of our new
cases actually represent reactivations of

infections acquired years or decades earli-

er are responsible for the current tuber-

culosis efforts.

Chemotherapy, not isolation, is now the

most important measure of breaking the

chain of infection. Tuberculous infec-

tiousness is that of the airborne disease,

not that of fomites. So rapidly do the

modern antimicrobials cause sputum “con-

version,” ie, stop the shedding of tubercle

bacilli from a lung lesion, that it is now
estimated that the average tuberculous

patient infects only three other persons

(not 10 as in the preantimicrobial era)

before he is rendered noninfectious

through therapy. There is reason to be-

lieve that in the United States about 80

percent of all originally diagnosed cases,

represent endogenous reactivations of old-

er smoldering lesions or even primary

foci, and only 20 percent represent genu-

ine new infections. Therefore, maximal
attention is paid to those who are now
infected (as indicated by a positive tuber-

culin test) but who do not have demon-

strable pulmonary disease. If these per-
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sons can be prevented through chemo-

therapy from developing infectious tuber-

culosis, transmission of infection to others

will be drastically curtailed. It is addi-

tionally essential to treat energetically

those who do have active pulmonary tu-

berculosis; for them “case holding” until

adequate amounts of antimicrobials have

been administered is much more impor-

tant than “case finding.” It seems odd that

more attention is devoted to chemotherapy

before disease develops than afterwards,

yet realistically this appears to be the best

method of rapidly reducing the number
of persons disseminating tubercule bacilli.

Magnitude of the Problem

In 1967, there were 90,000 known active

cases of tuberculosis on the tuberculosis

case registers in the United States along

with 230,000 inactive cases and about 225,-

000 household contacts. It is suspected that

hundreds of thousands not on the regis-

ters have had active disease or have it

now and are unknown to the public health

authorities. Perhaps the best basis for

formulating a program is to study the

epidemiological model which was fash-

ioned by Mrs. Shirley Ferrabee. 2 In this

model, several assumptions are made.

These are:

1. There are currently 25,000,000 per-

sons in this country who have been

infected with and who harbor living

true tubercle bacilli. While probably

many persons harbor atypical my-
cobacteria which are not a cause for

communicable disease, the estimate

of 25,000,000 persons harboring com-

municable tubercle bacilli is a fair

one.

2. Every year about 1 of each 625 of

such infected persons will “break

down” and develop clinical, com-

municable pulmonary tuberculosis.

3. Each new active case of tuberculosis

will infect three persons before he

has been rendered noninfectious.

4. Of every 12 new infections produced

during the course of a year, 11 will

not be immediately responsible for

spread of tuberculosis but 1 will pro-

gress to clinical disease within the

course of a year of his primary in-

fection.

5.

The infected persons, ie, those who
may conceivably develop clinical dis-

ease and further spread of tubercu-

losis, and the noninfected persons

have the same age specific death

rates from all causes.

If we use Mrs. Ferrabee’s assumptions,

it can be seen from Fig 1 that of the 25,-

Fig 1. Schematic illustration of annual cycle

of development of tuberculous infection and dis-

ease. Reproduced with permission from the Bul-

letin of the National Tuberculosis and Respiratory

Disease Association.

000,000 truly infected persons in this

country, 40,000 (1 of each 625) will develop

clinical tuberculosis in any given year.

Each of these cases will be responsible for

3 new infections or a total of 120,000 new
infections annually before chemotherapy

would render the patients noninfectious.

Since 1 of each 12 newly infected persons

will develop clinical tuberculosis during

the first year of infection, the 120,000 new
infections would result in 10,000 new cases.

Therefore there will be 50,000 new cases

(40,000 + 10,000) and 150,000 newly in-

fected persons annually. During the year,

some of the patients will be successfully

treated and will be rendered noninfec-
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tious; some of the older patients will die

of tuberculosis or other causes. As a re-

sult of these and other factors, the num-
ber of spreaders of tubercle bacilli will

decrease year by year, and, correspond-

ingly, the number of newly infected and

newly reactivated persons will decrease

It has been estimated that if we were to

do nothing more than what we are doing

at the present time, at the end of 15 years

we would be having 38,000 new cases an-

nually.

This is not satisfactory. We know very

well today that by intensifying our efforts

we can reduce the number of patients de-

veloping tuberculosis and the number of

patients dying from tuberculosis very

drastically by appropriate measures. Iso-

niazid prophylaxis has proved to be ef-

ficient in reducing frequency of disease.

If all the 25,000,000 infected persons in

the United States were to start taking iso-

niazid immediately and were to take it

for a period of 12 months without fail,

there would be a drastic reduction in the

number of instances of tuberculosis (Fig

Fig 2. Schematic illustration of effect of isoni-

azid phophylaxis of entire infected population on

annual cycle of development of tuberculous infec-

tion and disease. Reproduced with permission from

the Bulletin of the National Tuberculosis and

Respiratory Disease Association.

2). If isoniazid’s secondary prophylaxis

were only 50 percent effective, by the

end of the first year only half of the anti-

cipated 40,000 exacerbations would have
occurred; there wTould, therefore be 20,000

new cases each of whom would infect 3

other persons producing 60,000 new in-

fections. Of the 60,000 new infections (1

out of each 12) 5,000 would have pro-

gressed to clinical tuberculosis. By the

end of the first year there would then be

not the expected 50,000 new cases (40,000

-j- 10,000) but only 25,000 (20,000 -j- 5,000).

With only one half as many distributors

of tubercle bacilli, there should be only

a total of 75,000 new infections at the end

of this year instead of the anticipated

150,000. Mrs. Ferrabee further estimates

that if this form of therapy were project-

ed for 15 years there would then be only

19,000 new cases annually instead of 38,-

000 .

Obviously we cannot administer iso-

niazid to about 25,000,000 persons at any

one given time; however we could admin-

ister it to about 2,000,000 people a year.

If we did this for 12 years, we should

probably find that at the end of 15 years

our reduction of tuberculosis would have

been almost as great as if we had admin-

istered the drug to the entire 25,000,000

people at one time. Large scale studies

have shown that the administration of

isoniazid routinely has been successful in

Boston, Milwaukee and in other cities.

One of our major problems consists not

in supplying the drug or in determining

its usefulness, but in overcoming the

human resistance to therapy. It is rel-

atively easy to find people who are in-

fected, but it is much more difficult to

persuade them to take the prophylactic

medication that they need. “Case holding”

is much more burdensome than “case find-

ing.” In view of the great difficulties in

tracking down 25,000,000 people at one

time, it has been suggested that we try

to find 2,000,000 people a year and that

we start with the people who are in the

greatest danger of developing tuberculosis.

Persons who are in the greatest risks

have already been defined. There are:
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1. Persons with apparently healed tu-

berculosis which was not treated

with specific antimicrobials.

2. Tuberculin converters and tubercu-

lin positive persons.

a. Tuberculin children under the age

of 3 years

b. Converters of contacts

c. Adolescents who converted with-

in the past 2 to 3 years

3. Other indications for the use of INH
prophylaxis are:

a. Silicosis

b. With corticosteroids for nontuber-

culous disease.

c. Pregnancy with inactive tubercu-

losis

d. Measles or whooping cough in

tuberculin-positive children.

e. Undiagnosed lung lesions

The Community Implications

It must be perfectly obvious that no

program of this sort can be instituted sim-

ply by individual initiative, each com-

munity must devise its own plan for ac-

tion. If 2,000,000 persons a year are to be

given isoniazid prophylaxis, all persons

in the high risk groups must be reached.

Some of them will be found through

school tuberculin testing campaigns,

through routine hospital roentgenograms

on admission or through chest clinic eval-

uations; most of them will be attended by

private practitioners. Unless physicians in

general understand that every tuberculin-

positive person should be evaluated for

the need of chemotherapy prophylaxis,

they will miss valuable opportunities to

facilitate elimination of tuberculosis.

Summary

There is a practical way of diminishing

the amount of tuberculosis in this coun-

try, and this program is under way. It

will be an ambitious program and will

need the vigorous support of every per-

son in the community. Essentially it in-

volves the use of isoniazid chemoprophy-
laxis, and it involves mobilization of com-
munity efforts to see that those who need

the prophylaxis receive it. Chemotherapy
will be needed for the actual patient, and
for him “case holding” is far more sig-

nificant than “case finding.” It will also

involve chemotherapy for the “prepa-

tient.” With such a combined massive

attack, we can pass from tuberculosis con-

trol to tuberculosis elimination. The goal

of eradication is a distant one, but the

goal of elimination is one that can be

reached in the foreseeable future.
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Direct Needle Puncture in the Diagnosis of

Renal Mass Lesions in Infants

\ 2-year-old white boy was admitted

with complaints of hematuria of three

days’ duration, and a large mass palpable

in the left abdomen. A few days prior to

admission, he supposedly hurt his right

side while playing. Physical examination

revealed distention of the abdomen, with

dullness to percussion and a cvst-like mass

on the left side. Urinalysis showed 2 to

4 white cells, but no red cells. Hemoglobin
was 14 and hematocrit was 42; the WBC
was 11.000 with a normal differential

count.

A flat plate of the abdomen and an in-

travenous pyelogram were obtained and

demonstrated a functioning but malrotat-

ed, right kidney. Several of the lower

calyces pointed toward medial and sug-

gested the possibility of a horseshoe kid-

ney. The most significant findings were

limited to the lower portion of the jight

ureter at the point of crossing over the

pelvic rim. The ureter was displaced

laterally around what appeared to be an

extraneous mass. None of the films, in-

cluding a three-hour delayed film, showed
any function of the left kidney.

For a definite preoperative diagnosis, a

needle aspiration of the suspected huge
hydronephrotic left kidney was carried

out. A =20 needle was introduced through

the left back, and strawT-colored fluid was
readily aspirated. Analysis showed this

fluid to contain 380 mg percent of urea.

Approximately 40 cc of fluid were aspirat-

ed. An equal amount of 50 percent Hy-
paque g was used to replace the fluid.

Subsequent roentgenograms revealed a

huge hydronephrotic sac protruding across

the midline to the right side. This pro-

trusion caused the apparent displacement

of the right ureter. A preoperative diag-

Doctor Lang is professor and chairman. De-

partment of Radiology. LSU School of Medicine

—

Shreveport.

ERICH K. LANG, MD
Shreveport

nosis of a huge hydronephrotic sac of the

left kidney was made. A horseshoe kidney

was suspected on the basis of the medial

placement of the lower right calyceal

group.

Transabdominal exploration revealed a

huge thin kidney. The entire left flank

was filled with this hydronephrotic kid-

ney. The upper pole of the kidney was
freed without difficulty. Anomalous ves-

sels appeared to supply the upper pole

and the lower pole. The lower part of the

kidney had to be freed by blunt and sharp

dissection. It was felt that the hydrone-

phrosis was due to a ureteropelvic junction

obstruction. The lower pole of the left

kidney was tilted medially and an isthmus

of parenchyma was bridged to the lower

pole of the right kidney. The isthmus was
clamped and was divided without diffi-

culty.

Discussion

The preoperative diagnosis of a huge
hydronephrosis is often suggested on the

intravenous pyelograms. In contrast to

other abdominal masses in the infant

caused by tumors, hydronephrotic kidneys

fail to show any dye excretion. Most
tumors, even large ones, will show resid-

ual function and demonstrate a distorted

and displaced pelvocalyceal system. How-
ever. a definitive preoperative diagnosis

can be made by needle puncture, aspira-

tion, and examination of the fluid and

finally, direct radiographic demonstra-

tion of the kidney pelvis or cystic mass by
introduction of air and contrast medium.
The value of this procedure is particularly

borne out in cases of huge Wilms’ tumors
that may have secondarily resulted in a

nonfunctioning hydronephrotic kidney.

These tumors are best irradiated preop-

eratively to shrink the tumor mass and
render it surgically resectable. Only the

definitive preoperative diagnosis allows
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this type of preoperative determination

and decision.

The procedure is felt to be quite safe

and without complications. If a cystic area

is not found by the probing needle, it can

be assumed that the examiner is dealing

Fig 1. Note a huge mass in the left flank dis-

placing bowel shadows, crossing the midline, and

resulting in displacement of the lower part of the

left ureter toward the right.

with a solid tumor. A very small amount
of nitrogen mustard can be injected dur-

ing the withdrawal of the needle to guar-

antee sterilization of any tumor cells that

may have been implanted in the puncture
canal.

Fig 2. Forty cc of fluid have been aspirated

through a needle and replaced by 40 cc of 50 per-

cent Hypaque. The huge hydronephrotic kidney
pelvis with huge dilated calyces is readily delin-

eated. The kidney pelvis is so large that it

crosses the midline. Undoubtedly, the dilated kid-

ney pelvis causes the displacement of the ureter

demonstrated on the other film.

If you do a good enough screening job you may get people in your employ who
are perfectly normal. But you will have screened out people who discover things like

nylon . . . Dr. Frederick Dershimer, retired psychiatrist, E. I. duPont de Nemours,
and Company.
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CrdUoAial

The Proper Use of Tetanus Toxoid

The proper use of tetanus toxoid is

within reach for all physicians, and its

attainment will be a triumph for organized

medicine in its continuing efforts toward

prevention.

Tetanus toxoid has been called a per-

fect immunization. Its effectiveness was
proved during World War II when only

4 cases of tetanus occurred among nearly

2,800,000 wounded soldiers who had re-

ceived the complete toxoid series plus a

booster at the time of injury.

In spite of the ever present abundance

of tetanus germs, the disease has never

been a mass killer. On the other hand
with the means available to prevent such,

the records of the US Public Health Ser-

vice show a steady average of about 400

cases a year; and over 60 percent of those

who contract tetanus die.

Despite the fact that the active im-

munizing agent for tetanus was dis-

covered in the mid 1920s, the incidence

of the disease did not decrease sharply as

did poliomyelitis when a means of im-

munizing against it became available. In

1955, there were 29,000 cases of poliomye-

litis, and in 1964 there were only 122.

In the 15 year period from 1948 through

1962, Louisiana had 445 cases of tetanus,

that is 30 cases a year. As a result, ap-

parently of some concern on the part of

the profession in educating the public to

the need for immunization, this declined

in 1963 and 1964 to where our annual rate

is about equal to that of the entire na-

tion. For some decades previously, our

state frequently led the nation with an
incidence rate often ten times that of the

national rate.

In 1964 out of a total of 289 cases re-

ported in our nation, there were 117 pa-

tients above the age of 50. This is the

single largest group and represents that

segment of our population which did not

receive childhood immunization and did

not receive it as a part of the military.

Mass tetanus toxoid immunization is,
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therefore, an extremely important public

health and civilian defense measure. It is

within the reach of attainment by the

medical profession if each physician takes

every available opportunity to immunize
the patients who look to him for advice.

The procedure has been publicized in sci-

entific articles, placards, leaflets, brochures

and various kinds of circulars.

The need for mass immunization is even

more important when it is realized that

in one half of the patients who suffer with

tetanus there is no apparent wound of

entrance.

Almost as important as the immuniza-

tion injection are the proper identification

and subsequent recognition of those so im-

munized. Perhaps the most acceptable

method currently available is the issuance

of a card to be kept permanently in the

wallet on a person. Such a card is available

from the American Medical Association

through all parish and county medical so-

cieties.

For purposes of standardization, only

one type of tetanus toxoid should be used

generally, that is the alum toxoid. Two in-

jections, 0.5 ml about a month apart, should

be given; and a third injection should be

given 6 to 12 months later. The delay of

the second and third injections does not

require restarting the series but protec-

tion does not begin until about 7 to 14

days after the second dose. The third in-

jection, some month after the first two,

is very desirable to prolong the active

circulating antibodies. The routine alum

toxoid injection is recommended about

every five to ten years.

The American College of Surgeons and

the US Public Health Service agree that

tetanus toxoid boosters should not be ad-

ministered routinely following a wound if

the patient received his primary immuni-
zation booster less than one year prior to

the injury. Boosters should not be given

routinely at annual intervals as required

by some school, camp, or other authori-

ties. In the event of an injury which oc-

curs more than a year after a booster or

an immunization course, the toxoid should

be given.

The College of Surgeons’ Committee on
Tetanus recommends that in addition to

the tetanus toxoid booster and when the

wound indicates that there is an over-

whelming possibility that tetanus will de-

velop, tetanus immune globulin-human

(TIGH) should be given. The dose is 250

units and in severe neglected or old

wounds 500 units should be given. Differ-

ent syringes, needles and sites should be

used for the toxoid and for the TIGH. For
patients not previously immunized who
have clean minor wounds, immunization
should be started and completed. For all

other wounds in such patients, TIGH, 250

to 500 units, should be used. Some recom-

mend that in all tetanus wounds the dose

of TIGH should be 500 units. 1

Reactions to injections of tetanus toxoid

are not common, although they may be on
the increase. In a paper on “Peripheral

Neuropathy Following Tetanus Toxoid

Administration,” Blumstein and Kreithen

comment that with improvement in the

technique of preparation the rate of sig-

nificant tetanus reactions in large mili-

tary organization programs is now report-

ed at only 0.002 percent. 2 A further com-
ment indicates, however, that reports from
civilian centers give the impression that

delayed reactions consisting of local swell-

ing, erythema, lymphadenopathy and fe-

ver occur considerably more frequently

than these figures would indicate. These

authors review various aspects of reac-

tions to tetanus toxoid. They report what
they regard as the first case where toxoid

was shown to be responsible for the un-

usual reaction of peripheral neuropathy.

Edsall, et al, reported that the prevail-

ing tetanus antibody levels in 45 children

who were seen for routine or emergency
booster injections of tetanus toxoid were
all 40 to 2500 times above the minimum
protective level. 3 Antibody levels in 22

other patients with allergic or Arthrus-

type reactions to tetanus toxoid were
without exception above the threshold of

protection. They further state that booster

doses which are given with unnecessary
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frequency will produce a more highly

toxoid sensitive population without add-

ing significantly to the already high pro-

tection that the immunized population has

against tetanus. They state that regardless

of the type of reaction to the tetanus tox-

oid injection there is a close association

with high antitoxin titers.

Edsall, et al, state: 3

It is our conviction that if the above recom-

mendations are followed, if tetanus toxoid boosters

are given more thoughtfully and less compulsive-

ly and if there is greater recognition of the im-

pressive antigenicity of tetanus toxoid and the

long-lasting response it produces, not only will

we continue to eliminate tetanus among our pa-

tients and our citizenry but we will do it with

considerably less pain, discomfort, expense, and

anxiety both to doctor and patient.

In summary, it should be the physician’s

aim to immunize his patient, to keep him
immunized with injections at five to ten

year intervals and to provide booster doses

in the event of injury while accepted sur-

gical principles are adhered to.

1. Furste, W.
;
and Peebles, T. C. : Are You Giv-

ing too Frequent Tetanus Boosters, Patient Care

(July) 1968.

2. Blumstein, G. I.; and Kreithen, H. : Periph-

eral Neuropathy Following Tetanus Toxoid

Administration, JAMA 198:166-167 (Nov) 1966.

3. Edsall, G.; Elliott, M. W.; Peebles, T. C.;

Levine, L.
; and Eldred, M. C. : Excessive Use of

Tetanus Toxoid Boosters, JAMA 202:111-113 (Oct)

1967.
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the
understanding and fortification of our Society.

An informed profession should be a wise one.

FILMORE P. BORDELON, JR., M.D.
President

1968-69

Dr. Filmore P. Bordelon, Jr., our presi-

dent, has been the man of the hour for

the Louisiana State Medical Society dur-

ing its 1968-1969 era.

A team, so it is said, is as good as its

bench and following the death of our

beloved Dr. Nicholas Chetta, our LSMS
team was left without a leader. The Ex-

ecutive Committee in looking about, and

after considerable persuasion on its part,

was able to get Dr. Bordelon’s consent

that, with everyone’s help, he would try

to guide the destinies of our Society. How
fortunate we are.

Dr. Bordelon reluctantly took the helm
and soon things began to happen favorably

for the LSMS. His past experience as

president of the Avoyelles Parish Medical

Society and his committee work for the

Society served him well along with his

many civic endeavors.

Heading such an organization was not

new to F. P. because he had previously

been the State president of the LSU
Alumni Association.

Dr. Bordelon is a native of Louisiana

having been born in Longbridge, Louisi-

ana, in the year of 1921. He was a graduate

of Cottonport High School, entered LSU
at Baton Rouge and received his B.S.

degree from LSU in 1943. He was grad-

uated from the LSU School of Medicine

in 1945. During his academic years he was
a member of Sigma Alpha Epsilon social

fraternity and later during his medical

educational years he was a member of the

Phi Chi Medical fraternity.

At present, besides his many callings as

President of the LSMS he has found time

to serve as Chairman of the Avoyelles Par-

ish Welfare Board and Chairman of the

Continuing Education Program of the Lou-

isiana Regional Medical Program. As is

recommended by the LSMS besides his

numerous medical duties he has been very

civic minded. He has been a leader in the

Boy Scout movement, Marksville Lions

Club and has served for more than ten

years as team physician for the Marks-

ville High School football team. He finds

time too to participate in church work
having served as Warden of the St. Mark’s

Episcopal Church. In order to insure that

the church does well he double dips as

vice-president and member of the Board

of Directors of the Central Louisiana Bank
and Trust Company.
By his many unselfish actions and by

his keen adeptness as a leader, he has
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gained such renown as to have been named
the recipient of the LSU Alumni Service

Award.
Dr. Bordelon’s term of office has been

most trying due to federal and other en-

croachments on the private practice of

medicine, but he has led us in masterful

fashion.

F. P. has been most available for the

many jaunts around the Country made
necessary by the times and this travel

has become increasingly more important

for the cause of free enterprise and private

medicine. He has been to all corners of

this Country and at considerable sacrifice

to his family and his practice. By his many
exemplary representations, he has been

about as convincing a goodwill ambassa-

dor for us and what we stand for as

any human could possibly be. His terpsi-

chorean art enhanced his effectiveness.

F. P. is happily married to the former

Marilyn Lois Larson, a beauty in her own
right, and they have been blessed with

four children, Marilyn Andrea, Marjorie

Elise, Margaret Ruth and Filmore Paul III.

The State Society is indebted to Marilyn

and the children for their unselfishness in

allowing F. P. to get so involved in State

Society work that his absence from home
was considerably more than they probably

had anticipated, nevertheless they endured
it like trojans and our admiration and our

thanks go out to them.

Our Society owes a debt of gratitude to

F. P. for having lifted us up after so great

a loss as we suffered, and we can truly

hope that the years ahead will be less try-

ing and that he will be abundantly blessed.

Give ’em Hell — Tiger! ! !

PRESIDENTS AND SECRETARIES OF
COMPONENT SOCIETIES

1969

ACADIA PARISH MEDICAL SOCIETY
President— Dr. Thomas Tilden, 307 East 5th

Street, Crowley 70526
Secretary-Treasurer—Dr. Eugene S. Fields, 613

East 7th Street, Crowley 70526

ALLEN PARISH MEDICAL SOCIETY
President—Dr. William R. Hargrove, Oakdale

71463
Secretary-Treasurer—Dr. George B. Mowad, 100

N. 12th Street, Oakdale 71463

ASCENSION PARISH MEDICAL SOCIETY
President—Dr. Jon Savoie, Donaldsonville 70346
Secretary-Treasurer—Dr. Roy G. Folse, 212 Iber-

ville Street, Donaldsonville 70346

ASSUMPTION PARISH MEDICAL SOCIETY
President—Dr. Nelson A Cox, Napoleonville

70390
Secretary-Treasurer—Dr. Jerome B. Peltier,

Belle Rose 70341

AVOYELLES PARISH MEDICAL SOCIETY
President—Dr. D. M. Friefeld, Marksville 71351
Secretary-Treasurer—Dr. D. E. Hines, 109 N.

Lexington Avenue, Bunkie 71322

BEAUREGARD PARISH MEDICAL SOCIETY
President—Dr. Paul Strecker, DeRidder 70634
Secretarv-Treasurer—Dr. Henry S. Carter, De-

Ridder 70634

BIENVILLE PARISH MEDICAL SOCIETY
(Not Active)

BOSSIER PARISH MEDICAL SOCIETY
(Not Active)

CADDO PARISH
SHREVEPORT MEDICAL SOCIETY

President—Dr. Broox C. Garrett, Conf. Mem.
Med. Center, Room E-l-20, Shreveport 71103
Secretary—Dr. Marion D. Hargrove, Jr., Conf.

Mem. Med. Center, Room E-l-20, Shreveport 71103

CALCASIEU PARISH MEDICAL SOCIETY
President—Dr. Avery L. Cook, P. O. Drawer M,

Lake Charles 70601
Secretary—Dr. B. J. Guilbeau, P. O. Drawer M,

Lake Charles 70601

CATAHOULA-CONCORDIA PARISH
MEDICAL SOCIETY

President—Dr. W. A. Chapman, Newellton 71357

Secretary-Treasurer—Dr. B. G. Trosclair, Ferri-

day 71334

CLAIBORNE PARISH MEDICAL SOCIETY
President—Dr. Martin L. Forcht, Havnesville

71038
Secretary-Treasurer—Dr. Thomas Malcolm Deas,

Homer 71040

DeSOTO PARISH MEDICAL SOCIETY
President—Dr. J. S. Segura, Mansfield 71052
Secretary-Treasurer—Dr. Jack L. Grindle, P. O.

Box 551, Mansfield 71052

EAST & WEST FELICIANA BI-PARISH
MEDICAL SOCIETY

President—Dr. Francis H. Metz, E. La. State

Hospital, Jackson 70748
Secretary-Treasurer—Dr. E. G. Ward, E. La.

State Hospital, Jackson 70748

EAST BATON ROUGE PARISH
MEDICAL SOCIETY

President—Dr. David W. Van Gelder, P. O. Box
2187, Baton Rouge 70821
Secretary-Treasurer—Dr. Thomas Campanella,

P. O. Box 2187, Baton Rouge 70821

EVANGELINE PARISH MEDICAL SOCIETY
President—Dr. Bobby W. Deshotel, P. O. Box

8, Basile 70515
Secretary-Treasurer—Dr. Ramson K. Vidrine,

P. O. Box' 389, Ville Platte 70586

FRANKLIN PARISH MEDICAL SOCIETY
President—Dr. Vernon T. Baldwin, 801 8th

Street, Winnsboro 71295
Secretary-Treasurer — Dr. Hollis T. Rogers,

Winnsboro 71295

IBERIA PARISH MEDICAL SOCIETY
President—Dr. Eugene W. Dauterive, Box 432,

New Iberia 70560
Secretary-Treasurer—Dr. Gerald J. Elias, 826

Center Street, New Iberia 70560
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IBERVILLE PARISH MEDICAL SOCIETY
President—Dr. James W. O’Neal, Maringouin

70757
Secretary-Treasurer—Dr. M. F. Currier, 2301

Highway 1 South, Plaquemine 70764

JACKSON-LINCOLN-UNION PARISH
MEDICAL SOCIETY

President—Dr. James A. Moncrief, Ruston 71270
Secreta^v-Treasurer—Dr. Marvin T. Green, Jr.,

Ruston 71270

JEFFERSON PARISH MEDICAL SOCIETY
President—Dr. Morris Shushan, 150 Baronne

Street, New Orleans 70112
Secretary—Dr. Robert McHardy, 8601 Veterans

Highway, Metairie 70003

JEFFERSON DAVIS PARISH MEDICAL
SOCIETY

President—Dr. Frank A. Savoy, Box 339, Jen-
nings 70546
Secretary-Treasurer—Dr. Harlie Bearden, Box

1091, Jennings 70546

LAFAYETTE PARISH MEDICAL SOCIETY
President—Dr. Albert W. Beacham, 51905 Oil

Center Station, Lafayette 70501
Secretary-Treasurer—Dr. Leopold Richard Jr.,

51905 Oil Center Station, Lafayette 70501

LAFOURCHE PARISH MEDICAL SOCIETY
President—Dr. John A. Fischer, P. O. Box 188,

Cut Off 70345
Secretary-Treasurer—Dr. Patsy Phelps, The

Children’s Clinic, Raceland, 70394

MOREHOUSE PARISH MEDICAL SOCIETY
President—Dr. Otis L. Tugwell, Jr., Bastrop

71220
Secretary-Treasurer—Dr. Edward D. Baker,

1507 Country Club Rd., Bastrop 71220

NATCHITOCHES PARISH MEDICAL SOCIETY
President—Dr. R. R. Sills, 110 College Avenue,

Natchitoches 71457
Secretary-Treasurer—Dr. Wilhelmena W. Quiros,

131 Touline Street, Natchitoches 71457

ORLEANS PARISH MEDICAL SOCIETY
President—Dr. L. Sidney Chaxbonnet, Jr., 1430

Tulane Avenue, New Orleans 70112
Secretary-Treasurer—Dr. C. F. Bellone, 1430

Tulane Avenue, New Orleans 70112

OUACHITA PARISH MEDICAL SOCIETY
President—Dr. Stanley R. Mintz, P. O. Box

2791, Monroe 71201
Secretary-Treasurer — Dr. Thomas D. Peyton,

P. O. Box 1771, Monroe 71201

POINTE COUPEE PARISH MEDICAL SOCIETY
President—Dr. Bobby G. Fulmer, New Roads

70760
Secretary-Treasurer— Dr. Harry J. Kellerman,

P. O. Box 87, Morganza 70759

RAPIDES PARISH MEDICAL SOCIETY
President—Dr. A. Q. Hyde, 328 Third Street,

Alexandria 71301
Secretary — Dr. Tom D. Norman, 327 Third

Street, Alexandria 71301

RED RIVER PARISH MEDICAL SOCIETY
(Not Active)

RICHLAND PARISH MEDICAL SOCIETY
(Not Active)

SABINE PARISH MEDICAL SOCIETY
President— Dr. H. M. Prothro, Pleasant Hill

71065
Secretary-Treasurer—Dr. L. H. Murdock, Zwolle

71486

ST. LANDRY PARISH MEDICAL SOCIETY
President—Dr. Derwin Kay Harmon, Box 928,

Opelousas 70570

Secretary-Treasurer—Dr. Robert L. Trahan, St.
Landry Clinic, Opelousas 70570

ST. MARTIN PARISH MEDICAL SOCIETY
President—Dr. Earl Morrogh, Arnaudville 70512
Secretary—Dr. Bernard M. deMahy, St. Maitin-

ville 70582

ST. MARY PARISH MEDICAL SOCIETY
President — Dr. L. J. Supple, 602 Haifleigh,

Franklin, 70538
Secretary-Treasurer—Dr. G. P. Musso, Drawer

595, Franklin 70538

ST. TAMMANY PARISH MEDICAL SOCIETY
President—Dr. James D. Sewell, Slidell 70458
Secretary-Treasurer— Dr. Herbert E. Cannon,

P. O. Box 239, Covington 70433

TANGIPAHOA PARISH MEDICAL SOCIETY
President—Dr. Maurice Scarbrough, 903 Thomas

Street, Hammond 70401
Secretary-Treasurer — Dr. Angelo K. Lobue,

907% Thomas Street, Hammond 70401

TERREBONNE PARISH MEDICAL SOCIETY
President—Dr. Eugene Theriot, Houma Medical

& Surgical Clinic, Houma 70360
Secretary-Treasurer— Dr. Walter L. Bringaze,

874 Belanger Street, Houma 70360

TRI-PARISH MEDICAL SOCIETY
(E & W Carroll, Madison & Tensas)

President—Dr. Forrest McC. Terral, Terral-Har-
ris Clinic, Lake Providence 71254
Secretary-Treasurer—Dr. Wm. A. Harris, Ter-

ral-Harris Clinic, Lake Providence 71254

TRI-PARISH MEDICAL SOCIETY
(St. Charles, St. James, St. John)

President — Dr. Charles R. Daunis, Vacherie
70090
Secretary—Dr. Raul A. Guevara, P. O. Box 578,

LaPlace 70068

VERMILION PARISH MEDICAL SOCIETY
President — Dr. Hayden Mayeaux, Abbeville

70510
Secretary-Treasurer — Dr. Gaulmen Abshire,

Kaplan 70548

VERNON PARISH MEDICAL SOCIETY
President—Dr. John E. Hearn, 1020 Port Ar-

thur, Leesville 71446
Secretary-Treasurer—Dr. John E. Hearn, 1020

Port Arthur, Leesville 71446

WASHINGTON PARISH MEDICAL SOCIETY
President—Dr. John W. Conklin, 1018 W. Fifth

Street, Bogalusa 70427
Secretary-Treasurer—Dr. Harvey H. Kalil, 433

Plaza, Bogalusa 70427

WEBSTER PARISH MEDICAL SOCIETY
President—Dr. T. A. Richardson, Minden 71055
Secretary—Dr. John B. Hill, 128 Homer Road,

Minden 71055

SECOND DISTRICT MEDICAL SOCIETY
President—Dr. Sidney Bullard, 3927 Jefferson

Highway, New Orleans 70121
Secretary-Treasurer— Dr. Douglas A. Haddow,

Westside Medical Arts Bldg., Gretna 70053

THIRD DISTRICT MEDICAL SOCIETY
President—Dr. T. B. Ayo, Raceland 70394
Secretary-Treasurer—Dr. Thomas W. Kleinpeter,

Thibodaux 70301

FOURTH DISTRICT MEDICAL SOCIETY
President—Dr. R. McIntyre Bridges, Minden,

71055
Secretary-Treasurer — Dr. Thomas M. Deas,

Homer 71040

FIFTH DISTRICT MEDICAL SOCIETY
President—Dr. M. A. Bodron, Jr., 1804 Roselawn
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Avenue, Monroe 71201

Secretary-Treasurer— Dr. Vernon T. Baldwin,
Winnsboro 71295

SIXTH DISTRICT MEDICAL SOCIETY
President—Dr. Henry Raoul Olivier, 3770 Con-

vention Street, Baton Rouge 70806

Secretary-Treasurer—Dr. James W. Dorio, 4500

North Blvd., Baton Rouge 70806

SEVENTH DISTRICT MEDICAL SOCIETY
President—Dr. P. P. Newman, 2708 Second Ave-

nue, Lake Charles 70601

Secretary-Treasurer—Dr. J. W. Swafford, 309

Wasey Street, Sulphur 70663

EIGHTH DISTRICT MEDICAL SOCIETY
President—Dr. D. M. Carlton, Lecompte 71346

Secretary-Treasurer — Dr. Cedric W. Lowrey,

1335 Jackson Street, Alexandria 71301

INDIVIDUALS CAN HELP STEM TIDE OF
RISING MEDICAL COSTS

“Hospital costs can be brought under control,

but embattled administrators can’t do it alone,”

reports Changing Times
,
the Kiplinger magazine.

“Neither can insurance carriers, the government,

physicians who use the hospital facilities or the

patients they treat there,” says the publication.

“It can be accomplished only if all those affected

join in the effort.”

The publication says individuals can take these

steps to stem the tide of rising costs:

“Don’t insist on going to the hospital when it

isn’t necessary, and don’t insist on staying after

the doctor thinks you can get along on your own.

“Before pledging your support for a capital-fund

drive for construction or expansion, try to influ-

ence the hospital board to submit its plans to a

review committee—or, better still, join an area-

wide planning group that is qualified to pass on

the need.

“If your health plan offers outpatient coverage

consider including it in your plan. If you have a

company supported health plan, use any influence

you have to get it broadened. The result may be

a higher premium, but you’ll have long-range sav-

ing if it keeps you out of the hospital.”

ATTENDANCE AT HOUSE OF DELEGATES
1. Any member in good standing in the Lou-

isiana State Medical Society, who is not a mem-
ber of the House, may attend the House of

Delegates as a visitor without rights to partici-

pate in discussion or right to vote.

2. Any member in good standing of the Lou-

isiana State Medical Society may appear before

a reference committee and address that commit-

tee on the business being considered.

'<vYQi'
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month

Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

SYMPOSIUM ON CLINICAL ONCOLOGY
Current Concepts in Clinical Oncology will be

the subject of a symposium and course at New
York University Postgraduate Medical School, 550

First Avenue, New York City, May 7-9.

Chemotherapy and related methods of cancer

treatment as well as recent theoretical concepts

of malignant cell growth will be discussed during

the three-day program. The faculty for the sym-
posium and course will be composed of oncology

specialists from New York University School of

Medicine and other medical schools and cancer

research laboratories. They will present the results

of specific studies and clinical experience to an
audience of cancer researchers and physicians

treating cancer patients. Applications may be ob-
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tained from the Office of the Recorder, New York
University Postgraduate Medical School, 550 First

Avenue, New York, New York 10016.

SURGICAL ASSOCIATION OF LOUISIANA
ANNUAL ESSAY PRIZE CONTEST

The Surgical Association of Louisiana annually

sponsors an essay prize contest. If suitable prize

essays are submitted the Association will present

a cash award of $500.00 to the author of the best

essay based upon either clinical or laboratory re-

search in some field of surgical endeavor. For in-

formation about rules, eligibility, instructions, etc.,

write Walter F. Becker, M.D., Chairman, Surgical

Association of Louisiana Prize Contest Committee,

2030 St. Charles Ave., New Orleans, Louisiana

70130.

OBSTETRIC AND GYNECOLOGIC SEMINAR
The 15th Annual Obstetric and Gynecologic Sem-

inar, Inc. will be held at the Grove Park Inn at

Asheville, North Carolina, Monday, July 28

through Friday, August 1, 1969. Emphasis is placed

on informal teaching with many open discussions.

Afternoons are free for family activity and recre-

ation. A wide variety of obstetric and gynecologic

subjects will be covered, including a comprehen-

sive survey of gynecologic pathology by Dr. Carey

Dougherty of the LSU School of Medicine.

The active faculty this year will be Dr. Bayard

Carter of Duke; Dr. Robert A. Ross, president-

elect, American College of Obstetrics and Gyne-

cology; Dr. Robert Greenblatt of Georgia; Dr. Abe

Mickal and Dr. George T. Schneider of LSU; Dr.

Herman Gardner and Dr. Raymond Kaufman of

Baylor University; Dr. Erskine Carmichael of Ala-

bama; and Dr. Art Khristakos of Duke.

Registration fee will be $50 which includes a

cocktail party and banquet during the middle of

the week. Registration is limited to the first 50

applicants.

For further information and registration, write

Dr. George T. Schneider, Ochsner Clinic, 1514 Jef-

ferson Highway, New Orleans, Louisiana 70121.

LOUISIANA DOCTORS TO SERVE WITH
THE AMERICAN ASSOCIATION

OF MEDICAL CLINICS
Dr. M. Ragan Green of Ruston, Louisiana was

recently installed as president of the American
Association of Medical Clinics at their annual

meeting. Dr. Green, after having finished a resi-

dency in radiology at Yale University School of

Medicine, joined with his brothers in 1948 and
officially founded the Green Clinic.

Dr. Seymour F. Ochsner, of the Ochsner Clinic

in New Orleans, will serve as commissioner for

the newly established Program of the American
Association of Medical Clinics. He has been work-
ing for several years with the association’s Com-
mittee on Professional Standards in the develop-

ment of a protocol for the accreditation of medi-
cal clinics.

DR. JOHN ADRIANI HONORED
The Greater New Orleans Italian Cultural Soci-

ety selected Dr. John Adriani “National Italian

American” for his outstanding contribution to

medicine and civic endeavors. St. Joseph’s Day,
March 19, was proclaimed by Governor McKeithen
as “State Adriani Day.”

A banquet was given in honor of Dr. Adriani by
the Greater New Orleans Italian Cultural Society

at the Jung Hotel on the evening of March 19. The
featured speaker was Dr. Joseph S. D’Antoni, in-

ternationally famous parasitologist and director

of the Standard Fruit Company. Dr. Adriani was
presented with a plaque from the society designat-

ing him “Italian American of the Year.” Governor
McKeithen also presented Dr. Adriani with a

plaque commemorating his service to the state.

As a note of interest concerning the history of

the Greater New Orleans Italian Cultural Society,

prior recipients of the award have been Vincent

Lombardi, professional football coach, and Jack
Valenti, head of the motion picture industry and
former member of the Kennedy cabinet.

NEW PAMPHLET DISCUSSES ISSUES
IN FIGHT TO REFOR3I ABORTION LAWS
Despite strong medical and public pressure for

abortion law reform, about 40 of our 50 states still

consider it “a serious crime to terminate a preg-

nancy before birth” except to save the mother’s

life. Those who are pressing for reform insist that

unless “life” includes mental and physical health,

the well-being and the life of many women are

threatened.

The issues and the arguments are set forth sim-

ply and cogently in “When Should Abortion Be
Legal?” by Harriet F. Pilpel and Kenneth P. Nor-

wick, attorneys. This new pamphlet is available

for 25 cents from the Public Affairs Committee,

381 Park Avenue South, New York, N.Y. 10016.

The authors are concerned because only 8,000 to

10,000 “therapeutic” (that is, legal) abortions are

performed in hospitals. And “of the more than one

million out-of-hospital abortions each year, not

more than one-third are performed by doctors.”

About 8,000 deaths a year are attributed to abor-

tions brought about by the women themselves or

by untrained abortionists.

The abortion law debate ranges wide, between
two extremes: One view sees “any liberalization

of the law making for greater availability of abor-

tions . . . detrimental to the best interests of soci-

ety and should be vigorously opposed.” The oppos-

ing argument asks that all criminal abortion laws

be repealed, that “abortion be governed by the

same laws, rules, and regulations as any other

medical procedure.”

A middle ground is the model code of the Ameri-
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can Law Institute, which would provide that “a

licensed physician may (with certification by at

least one other physician) lawfully terminate a

pregnancy if he believes “(a) that there is a sub-

stantial risk that the continuance of the preg-

nancy will threaten the life or gravely impair the

physical or mental health of the mother, (b) that

the child will be born with grave physical or

mental defect, or (c) that the pregnancy resulted

from rape or incest. . .

As of now, only a handful of states have re-

formed their abortion laws along the lines of the

ALL proposal, though the latter is today consid-

ered too conservative by many proponents of re-

form.

While the battle for abortion law reform goes

on in state legislatures, the debate is also reach-

ing the courts on constitutional and statutory

grounds. The latter argument holds that a reason-

able interpretation of the word life in abortion

laws must include the concept of health, that

“any condition that adversely affects health, men-
tal or physical, also threatens life.”

It is the authors’ belief that although “increased

sex education and better and more widespread use

of contraceptives may reduce the need for abor-

tion to some extent, only repeal or a complete re-

vamping of the laws will solve the problem.”

“When Should Abortion Be Legal?” is No. 429

in the Public Affairs Pamphlet series, now in its

33rd year. The series includes many other distin-

guished titles covering health and science, family

relations, social and economic problems, and race

relations. All pamphlets sell for 25 cents each; a

list is available upon request to the Public Affairs

Committee, 381 Park Avenue South, New York,

N.Y. 10016.

SK&F SERVICES CATALOG 69/70 RELEASED
Smith Kline & French Laboratories has just re-

leased its SK&F Services Catalog 69J70. Readers
will be interested in this new edition; it offers 50

pages of SK&F services, available to physicians

without charge.

Included in the illustrated catalog are medical

films, booklets, periodicals, speakers bureau, and
the “Code 4” cardiopulmonary resuscitation train-

ing program.

New to this year’s catalog is the film, “Shock:

Recognition and Management,” which describes

the preliminary evaluation and treatment of shock

and, in a step-by-step review, emphasizes that the

physician treating shock patients must pursue an
aggressive but orderly series of procedures. Also

included are: Medical Assistant, a quarterly pub-

lication for the physician’s office assistant, and
Medical Information Service on SK&F products.

A special section highlights SK&F’s newest ser-

vices.

The services catalog is revised and published

yearly by Smith Kline & French as a part of the

company’s program to provide the medical profes-

sion with a wide range of useful services. Readers
may receive a free copy of the SK&F Services

Catalog €9/70 by contacting their SK&F Repre-
sentative, or by writing to the Services Depart-

ment E-10, Smith Kline & French Laboratories,

1500 Spring Garden Street, Philadelphia, Pennsyl-

vania 19101.

NATIONAL COMMISSION ON PRODUCT
SAFETY

Doctor Samuel C. Southard has taken a year’s

leave from his private practice in New Jersey to

serve with a fact-finding agency of government
which is known as the National Commission on
Product Safety. This was developed by Congress

to develop effective means to protect Americans
from unreasonable hazards related to many prod-

ucts commonly used in and around the home
today.

He plans “to contact ‘front line’ physicians

—

those dedicated and competent individuals who get

the calls and see the victims of accident injuries

—in a nationwide survey of product-related acci-

dents. A questionnaire will be mailed to the

medical profession’s ‘front liners’ during the

month of March. The questionnaire will seek to

elicit information on all product-related injuries

during the first two weeks in April.”

SOCIETY OF NUCLEAR MEDICINE
16TH ANNUAL MEETING

The Society of Nuclear Medicine will hold its

16th annual meeting June 23-28, 1969 at the Jung
Hotel in New Orleans.

This is the first national meeting of this organi-

zation to be held in New Orleans and will present

an excellent opportunity to review the status of

the field.

Registration fee for residents, fellows, students

and trainees will be waived if status is certified

by note or letter from department head or dean.
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Infection Control in the Hospital. American Hos-

pital Association, 840 North Lake Shore Drive,

Chicago, 111. 60611, 1968, 140 p, $3.75.

This monograph supersedes its predecessor,

Control of Infections in Hospitals, by Dr. J. C.

Colbeck, which was published by the American

Hospital Association in 1962. Infection Control in

the Hospital was compiled by a committee which

included recognized experts in the field of infecti-

ous diseases and was headed by Dr. C. K. Him-

melsbach. They were able to eliminate redundant

material from the previous monograph, and add

valuable facts without using any extra pages. In

fact, the 1968 monograph is 26 pages shorter than

the 1962 one.

It is well organized and concerns itself strictly

with aspects of infection control in the hospital

including chapters on epidemiology of infection,

general organization of responsibility, prevention

and control of infection, and a discussion of spe-

cial problems such as infected personnel and car-

riers, hazardous areas, and hazardous procedures.

In addition, there is a brief glossary which should

help some of the non-physician readers to get

more out of the monograph. Clinical aspects of

infectious diseases are properly not discussed.

The use of an infection control nurse for sur-

veillance activities was stressed; however, I can-

not agree with the statement that in a hospital

of 200 to 300 beds such a nurse could carry out

her duties in only 10 to 20 hours per week.

Most of the factual information presented in the

monograph is up to date and well presented. One

item of disagreement was the recommendation to

use gauze masks on page 79 (rather than the pre-

ferred fiberglass types, etc.), but, on the whole,

one finds little to criticize in this extremely well

done monograph.

I feel that it should be available to the heads of

all departments in the hospital, including admin-

istration, housekeeping, maintenance, nursing,

etc., as a quick source of information regarding

infection control in the hospital.

George A. Pankey, MD

Electrocardiographic Notebook; by M. I. Ferrer.

Ed 3, Hoeber Medical Division, Harper and Row,
New York, 1968, 143 p, $3.45.

The purpose of this “Notebook” is not clear. To
appreciate the contents, one needs to have at least

a fair knowledge of electrocardiography. It is thus

too advanced for students and yet inadequate for

residents and practicing internists.

There are several examples of, not only confus-

ing, but also objectionable and inappropriate

statements and definitions, some of which are:

page 40: “In both RBBB and LBBB there may be

abnormal T waves.”

page 41: “LBBB is frequently found in rheumatic

heart disease.”

page 46: “It is particularly noteworthy to remem-
ber that during the attack of supraventricular

arrhythmia the QRS duration returns to normal
and there is no evidence of the short PR and long

QRS characteristic of the W-P-W syndrome.”

page 63: “Furthermore, an index has been sug-

gested for determining whether ventricular en-

largement exists. This index represents the sum
of the R wave in V. plus the S wave in V0

.”

page 84: “From the description of parasystole it

is not possible to distinguish it from regularly

occuring premature beats.”

page 86: “The diagnosis of ventricular tachycardia

is easy if one can determine the presence of P
waves and find that they bear no constant rela-

tionship to the QRS.”

page 87 : “AV dissociation, the three major in-

stances of this situation are: complete AV block

(see above), ventricular tachycardia (see above),

and interference dissociation.”

page 89: “In the section on atrial fibrillation, a

totally unrealistic distinction is drawn between
atrial fibrillation and ventricular tachycardia.”

Although this book does not contribute to the

science of electrocardiography, it does, however,

succeed in giving a summary of the subject, and
this might be the only merit of Ferrer’s “Electro-

cardiographic Notebook.”

Dirk P. Myburgh, MD

publications received
Harper & Row, N. Y. : Modem Treatment, No-

vember 1968: Treatment of Pain, Guest Editor

Richard I. H. Wang, PhD, MD, and Treatment of

Neuropathies, Guest Editor Robert J. Joynt, MD;
Modem Treatment, January 1969: Treatment of

Restrictive Pulmonary Insufficiency, Guest Editor

Edwin Rayner Levine, MD, and Treatment of

Liver Disease, Guest Editor Fenton Schaffner, MD.

W. B. Saunders Co., Phila. : Current Therapy

1969, edited by Howard F. Conn, MD; Todd-

Sanford Clinical Diagnosis by Laboratory Methods,

edited by Israel Davidsohn, MD, and John Ber-

nard Henry, MD (14th ed.).

University of Chicago Press, Chicago: Hospitali-

zation and Discharge of the Mentally 111, by Ron-

ald S. Rock with Marcus A. Jacobson and Richard

M. Janopaul.
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The Cross-thigh Flap in Management

of Open Wounds of the Lower Extremity

• The authors present a very interesting report on the manage-

ment of certain open wounds of the lower extremities. They cover

the indications, technique, and results of the open cross-thigh flap

procedure.

WILLIAM J. POLLOCK, MD*
New Orleans

JAMES C. PARKES, U, MD'
New York City

y^THEN wounds of the lower extremity

involving extensive skin and sub-

cutaneous tissue loss are located over

structures such as muscle, granulation

tissue will generate rapidly. Split thick-

ness skin grafting of such wounds is suc-

cessful, and provides satisfactory defini-

tive cover.

On the other hand, when wounds in-

volve exposed cortical bone or fracture

site, artery, tendon, or nerve, pedicle

coverage is required. Split grafting of such

wounds can be only a temporizing mea-
sure. Likewise, areas of traumatic osteo-

myelitis can be considered adequately

treated only after a subcutaneous tissue

element and full thickness skin cover have
been provided.

Pedicle cover of lower extremity wounds
can be provided by: 1) cross-leg flap,

direct or delayed; 2) cross-thigh flap, direct

* Assistant professor of Surgery 'Plastic),

Tulane University School of Medicine, New Or-

leans.

t Staff orthopedic surgeon, Roosevelt Hospital,

New York, N. Y.

or delayed, tubed or open; 3) abdominal
jump flap, tubed, or closed-carried on a

wrist or forearm carrier; 4) bipedicle local

sliding flap; or 5) “waltzing” migration

of thigh or abdominal tube pedicles.

The abdominal jump flap, tubed or

closed-carried, has very definite indica-

tions, being particularly well suited for

large defects of the lower extremities

which are impossible to cover with cross-

leg or cross-thigh flaps. Nevertheless,

because of its complexity, it should be

used only if a cross-leg or a cross-thigh

flap is not possible.

Women should not be subjected to the

cross-leg procedure unless there is no

other choice available. The cosmetic defect

produced on the donor leg is objection-

able and, whenever possible, should be

avoided. In contrast to the cross-leg flap,

the cross-thigh flap is considerably more
acceptable to women albeit inferior to the

tubed abdominal jump flap in terms of

total late cosmetic result.

The cross-thigh flap is particularly well

suited to wounds in the medial surface of

May, 1969—Vol. 121, No. 5 153



CROSS-THIGH FLAP-POLLOCK, ET AL

the ankle and on the heel. Although the

thigh flap may be tubed before transfer

(Macomber and Briele 3
), White 4 has

reported that necrosis of tubed thigh flaps

occurred more frequently than necrosis of

open (nontubulated) thigh flaps in his

large series.

It is well known that, because of the col-

lateral circulation of the knee, thigh flaps

can be based proximally or distally. There

appears to be no significant difference in

the incidence of necrosis, and the selection

of a proximal or distal base should be

made on the basis of mechanical and com-

fort factors related to the position of the

primary wound.

There is, however, a most important

consideration with regard to the circum-

ferential position of the flap on the thigh.

Stark 5 studied the cutaneous blood supply

of the lower extremity of cadavers using

radiopaque collodialthorium dioxide. He
found the most vascular area to be the

anterior thigh. His findings correlate well

with the clinical experience of many plas-

tic surgeons. We believe that only in ex-

ceptional instances should the medial,

lateral, or posterior thigh be used.

Care and Preparation of Lower Extremity

Wounds Prior to Flap Cover

The care of the open traumatic wound
of the lower extremity is a point of con-

siderable disagreement among surgeons.

It has doubtlessly been influenced by the

availability of antibiotics, blood transfu-

sions, and intravenous fluids. The princi-

ples of delayed primary closure, largely

the result of experience of military sur-

geons during World War II
,

6 have been

amply vindicated during the Vietnam
War. Paramount in the care of all open

wounds are adequate debridement and

mechanical cleansing. Blocker, et al
,

7 have

stressed this fact repeatedly.

Because fracture treatment, care of the

open wound, and pedicle coverage are so

closely associated in dealing with wounds
of the lower extremity, we have formulat-

ed the following plan of management.

In civilian as well as in military prac-

tice, even with immediate attention to an
open fracture of the tibia and fibula by a

plastic and orthopedic surgeon, it is our

opinion that delayed coverage should be
the procedure of choice. At the time of

injury and during the ensuing several

hours, the true extent of the skin and
soft tissue damage is not apparent and
the adequacy of debridement cannot be

dependably determined at this time. Clo-

sure, either by approximation or by flap

under these circumstances entails the risk

of incorporating dead tissue into the

wound, resulting in failure of the entire

procedure. Any patient with an open frac-

ture of the tibia and fibula should im-

mediately be given systemic antibotics.

Appropriate tetanus prophylaxis should be

provided. In the operating room, there

should be prompt, thorough cleansing of

the wound; and adequate, but not exces-

sive, debridement and reduction of the

fracture should be accomplished. The
wound should be covered with one layer

of fine mesh gauge impregnated with

BIPP* 8-9 paste followed by absorptive

dressings, and a long-leg cast should be

applied. This cast should almost immedi-
ately be bivalved and the anterior portion

discarded so that only the posterior splint

remains.

The patient should be kept at bedrest

with the leg elevated and antibiotics

should be continued postoperatively. Two
days after injury, the dressings should be

removed from the wound, a culture ob-

tained, and a fresh dressing of the same
type applied. Two days later, the surgeon

should again inspect the wound. If there

is any necrotic tissue remaining in or

around the wound, it will be evident.

Usually by this time the wound culture,

if positive, has identified the organisms

present in the wound, and the antibiotic

* Formula differs from original in that the

compound we use consists of one part bismuth

subnitrate, two parts iodoform and three parts

petrolatum. We do not use BIPP on raw areas

exceeding 10 percent of body surface because of

the possibility of absorption and toxicity there-

from. Used as described, we have had no instance

of toxicity.
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treatment can be changed accordingly. If

there is remaining necrotic tissue, the

patient can be scheduled for debridement

the following day. After this debridement,

the wound should be dressed as previ-

ously described and dressing changes con-

tinued every day thereafter.

As soon as the wound shows evidence

of being free of necrotic tissue and is sur-

gically “clean,” closure of the wound
should be accomplished. This closure takes

one of four forms depending upon the size

of skin and soft tissue loss over the frac-

ture:

1) For small areas of skin and soft tissue

loss, simple delayed primary closure by
excising the wound edges, undermining
and suturing with stainless steel wire.

2) For moderate skin and soft tissue

losses with defect minimal, a direct un-

delayed cross-thigh or cross-leg flap.

3) For moderately large skin and soft

tissue losses amenable to coverage by a

large cross-thigh or cross-leg flap, but

necessitating delay procedures, grafts of

split thickness skin are applied to those

areas of the wound which will support

a free graft, leaving exposed bone open.

At the same operation, the first delay pro-

cedure on the thigh or calf of the opposite

side can be done. The split graft on the

major wound can be treated openly and a

compression bandage applied to the op-

posite leg or thigh on which the flap is

based.

4) For very large skin and soft tissue

defects not amenable to any type of cross

extremity coverage, grafts of split skin

can be obtained from the opposite lateral

thigh and applied to those areas of the

wound which will support a free graft.

An abdominal jump flap, tubed or closed-

carried, is then constructed. This flap can

later be transferred to the major wound.
In treating well-established chronic oste-

omyelitis due to trauma, sequestration is

allowed to occur and sequestrectomy is

performed at the appropriate time. Inter-

mediately, a split graft may be applied

to the granulating surface; but sooner or

later pedicle graft coverage must be pro-

vided.

Construction and Transfer of

Cross-thigh Flaps

If an anterior cross-thigh flap has been

selected as the method of choice for treat-

ment of the wound in question, only one

delay procedure is necessary provided

that it is made in the manner illustrated

in Fig 1. The incisions are made as illus-

Fig 1. Design and delay incisions for cross-

thigh flap.

trated in this figure and the flap is

thoroughly undermined leaving the two
small skin bridges intact. The two small

skin bridges do not require a separate

delay procedure. They are incised, and

the flap is elevated and is transferred at

the second stage, 14 to 21 days later. The
reason for delay in this way is that the

two bridges provide the critical blood sup-

ply to the corners of the flap, areas which,

if the flap were completely outlined,

undermined, and replaced in its bed,

would be subject to tension and necrosis.

Prior to the transfer of the flap, ade-

quate blood replacement is given, anti-

biotics are administered according to cul-

ture and sensitivity studies of the wound
drainage, and the patient is psychologi-

cally prepared for the three-week dura-

tion of cross-thigh fixation.

Fig 2 illustrates the serial steps in the
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Fig 2. Transfer of a delayed cross-thigh flap following excision of area of chronic osteomyelitis.

transfer operation. Fig 2A illustrates an

area of chronic osteomyelitis of the medial

ankle area secondary to gunshot wound
and fracture. Split grafts were applied to

the wound several months earlier in an

effort to reduce the size of the wound.

Purulent drainage continued and seques-

trum was evident. Fig 2B shows the area

of excision of skin and scar in a shape

congruent to fit the cross-thigh flap. Fig

2C shows the areas of osteomyelitis

excised not simply curetted, Fig 2D illus-

trates the delayed superiorly based thigh

flap. Fig 2E shows the elevated flap and

split graft at donor site, Fig 2F illustrates

the appearance of the flap three weeks
after transfer; and Fig 2G shows the final

appearance of the flap after division and

inset.

Fig 3 illustrates the use of the cross-

thigh flap for resurfacing the heel area.

There have been objections raised to the

use of pedicle coverage over the heel.

Some surgeons feel that bursae which
develop between the bone and the fat of

the flap make for unsure footing and may

become infected. The alternative, split

skin grafting, is unfortunately fraught with

many more objections, the most important

of which is that any split graft placed

directly over granulating bone has a limit-

ed lifespan. All such grafts will break

down sooner or later, although in areas

protected from trauma, they may last 12

to 15 years. When subjected to repeated

trauma as would be the case over the

weight bearing portion of the heel, they

will break down sooner. In our opinion,

pedicle coverage of the heel, although im-

perfect, is superior to split graft cover.

Fig 3 illustrates a wound of the heel with

exposed bone and loss of substance of the

calcaneus which was covered by a split

thickness skin graft as an intermediate

procedure prior to flap cover. Fig 3D

shows the appearance of this flap after

six months of use showing that it has held

up well.

Summary and Conclusion

The management of certain open wounds
of the lower extremities is greatly im-
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proved by early, but not immediate, ap-

plication of full thickness pedicle cover-

age. The open cross-thigh flap is one of

the better methods by which coverage can

be obtained. The indications, technique,

and results of this procedure have been
illustrated and discussed.
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Emphysematous Cholecystitis: Report of Two Cases

• The authors present reports on two patients with classical roent-

genological findings of emphysematous cholecystitis. They recom-

mend early operation and antibiotic therapy.

Tf MPHYSEMATOUS cholecystitis is a

form of acute cholecystitis which is

usually associated with gangrenous

changes in the gallbladder and is recog-

nized by the finding of air within the gall-

bladder. On x-ray films of the abdomen,
gas is readily recognized in the lumen of

the gallbladder and usually in its wall.

One hundred and sixteen case reports 1 ' 3

have been recorded in the literature. Two
cases recently encountered on the Lallie

Kemp Charity Hospital surgical service

demonstrate clearly the classical x-ray film

findings. One of the patients deserted the

hospital and survived without adequate

treatment. Because of the ease with which

the diagnosis may be made of this poten-

tially lethal disease by means of a plain

abdominal x-ray film, it was decided that a

report of these cases and a review of the

roentgenological findings would be of

value for the practicing physician.

Case Reports

Case No. 1: (LKCH-14111) A 56-year-old obese

Negro woman had pain in the right upper quad-

rant of the abdomen, nausea and vomiting for

three days prior to admission in February of 1968.

She appeared acutely ill and had a temperature

of 101.8° F. A tender mass was palpable in the

right upper quadrant of the abdomen; the remain-

der of the physical examination was normal.

Laboratory studies disclosed the following

values: hematocrit, 45%; white blood cell count

From the Department of Surgery, Tulane Uni-

versity School of Medicine, New Orleans, and the

Lallie Kemp Charity Hospital, Independence, Lou-

isiana.

Reprint requests to: Donald J. Palmisano, Major,

USAF, MC, Chief of Surgery, 821st Medical Group
(SAC) Ellsworth Air Force Base, South Dakota

57706.

DONALD J. PALMISANO, MD
SHED H. ROBERSON, MD

W. ALLISON GUYNES, MD
New Orleans

12,320, with 80% neutrophils, and 20% lympho-

cytes; blood sugar 116 mg/100 cc; blood urea nitro-

gen 11 mg/100 cc; serum chloride, 96 mEq/Liter;

Fig 1. Case No. 1. Erect film of abdomen. Note

air fluid level in gallbladder and air in gallbladder

wall.

Fig 2. Close up of x-ray film in Case No. 1.
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Fig 3. Operative appearance of gangrenous gallbladder found in Case No. 1.

serum bicarbonate 20 mEq/Liter; and serum
amylase 60 Somogi units. The urinalysis was nor-

mal. An erect x-ray film of the abdomen showed
an air-fluid level within the gallbladder and air

within the gallbladder wall. On admission, the

central venous pressure, which was monitored

through a sterile No. 8 infant feeding tube which
was inserted into the external jugular vein and
passed into the superior vena cava, was 2 cm of

saline. Intravenous fluids, penicillin, and kana-

mycin were given in preparation for operation.

At operation, an acutely inflammed gallbladder

with gangrenous changes was found. A cholecys-

tectomy was done. The removed gallbladder con-

tained air, and its wall was emphysematous. No
stones were found. The skin and subcutaneous

tissue of the subcostal incision were packed open

and was closed on the seventh day after opera-

tion. Antibiotics were continued after operation,

but no gas gangrene antitoxin was given. Tetanus

toxoid (0,5 cc) was administered. Penrose drains

to the gallbladder bed were removed on the sixth

day after operation. The fluid from the gallblad-

der yielded no growth of organisms; but culture

of the gallbladder wall grew Alcaligenes faecalis.

The patient was discharged from the hospital on

the tenth day after the operation and has re-

mained well.

Case No. 2: (LKCH-70461) An 82-year-old white

man had pain in the right upper quadrant of the

abdomen for three days prior to his admission

to the hospital in June of 1967. During this time,

he vomited five times and was unable to retain

fluids. There were no episodes of a similar sick-

ness. The temperature was 99.6°F. Marked tender-

Fig 4. Case No. 2. Plain film of abdomen.
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Fig 5. Case No. 2. Erect film of abdomen. Again
air in gallbladder and its wall are demonstrated.

ness and guarding were present in the right up-

per quadrant of the abdomen. No rebound ten-

derness was noted. The bowel sounds were hypo-

active.

Laboratory studies disclosed the following

values: hematocrit, 47%; white blood cell count

16,500, with 87% neutrophils, 6% lymphocytes, and

7% monocytes; blood sugar 74 mg/100 cc; blood

urea nitrogen 35 mg/100 cc; serum chloride 90

mEq/Liter; serum bicarbonate 29 mEq/Liter;

serum glutamic oxaloacetic transaminase (SGOT)
60 Transac units; alkaline phosphatase 3.5 Bodan-
sky units; total serum proteins 5.8 gm/100 cc with

an albumin/globulin ratio of 3.43/3.37 gm/100 cc;

bilirubin 1.68 mg/100 cc with a direct fraction of

.63 mg/100 cc and an indirect fraction of 1.05

mg/100 cc. The electrocardiogram showed atrial

fibrillation; an x-ray film of the chest was normal.

Abdominal x-ray films were taken, and air was
noted in the lumen and wall of the gallbladder.

The small bowel gas pattern was compatible with

an ileus. Intravenous fluids with 500 mg of oxy-

tetracycline were started; however, the patient de-

serted on the day of admission and did not re-

turn. Eleven months later a search was made
for him, and he was found to be alive and well.

He had not received any treatment outside the

hospital and had not taken any antibiotics. He
refused to return for reevaluation.

Discussion

The presence of air in the gallbladder

was first reported in 1901 by Stolz 4 in

cadavers. Lobingier 5 reported gas in the

gallbladder and its wall at operation in

1908 and described the gallbladder as fol-

lows: “The walls were moist and were
distinctly emphysematous, crackling un-

der pressure between the thumb and fin-

ger.” The first roentgenographic diagnosis

of emphysematous cholecystitis was made
by Hegner 6 in 1931, and operation was
confirmatory.

As in the case of acute nonemphysema-
tous cholecystitis, emphysematous chole-

cystitis is associated with obstruction of

the cystic duct. Stasis and ischemia com-
bined with infection by gas-forming or-

ganisms may then result in a gas-filled

gallbladder.

In contrast to acute nonemphysematous
cholecystitis, emphysematous cholecystitis

occurs more often in men (73% were
males)

,
and is frequently associated with

no stones in the gallbladder (51% had no

stones). 1 Clostridium or Escherichia coli

are the most common organisms found in

the lumen. 7 In one-half of the cases in the

literature either the culture had no growth

or was not obtained. Organisms that are

not gas formers have been found in the

gallbladder in emphysematous cholecysti-

tis as in Case No. 1 of this report. However,

this is the first case report wherein Alcali-

genes faecalis was identified in emphyse-

matous cholecystitis.

The diagnosis of a potentially lethal dis-

ease is readily made with plain x-ray films

of the abdomen; this emphasizes the need

to obtain abdominal films in the evalua-

tion of the abdominal pain. Both the su-

pine and erect abdominal films will dem-
onstrate the air in the gallbladder and its

wall. The erect abdominal film may show
an air fluid level in the gallbladder. Dif-

ferential diagnoses include fistulous com-

munication between the gallbladder and

stomach or bowel. Also, reflux of duodenal

gas after sphincterotomy has been noted.

In both of these, air fluid levels may be

present in the gallbladder; however, air in

the gallbladder wall is never seen. Li-

pomas of the gallbladder can cause a ring

shadow, but gas is absent. 1,7 The presence

of gas in the wall and in the lumen is spe-

cific for emphysematous cholecystitis.
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The mortality for the previously re-

ported 116 cases of acute emphysematous

cholecystitis is 11 per cent. Although pa-

tients have survived with non-operative

medical therapy, the progression of emphy-
sematous cholecystitis is usually toward

gangrenous changes. Clifford 8 reported a

series of 100 consecutive cases of acute

gangrenous cholecystitis. In the eight pa-

tients treated without operation, there was
100 percent mortality. The overall mor-

tality in his series was 34 percent. Because

of the associated gangrenous changes in

emphysematous cholecystitis, operative

treatment is the procedure of choice.

The second case report is unusual be-

cause despite the patient’s advanced age,

he survived without adequate medical or

surgical treatment. His x-ray films have

the classical findings of air in the gallblad-

der and its wall; and, therefore, the diag-

nosis of emphysematous cholecystitis is

not questionable. The only older patient

reported with emphysematous cholecysti-

tis was 83 years old, but he died on the

third day after operation. 9

Summary
Two patients with classical roentgeno-

logical findings of emphysematous chole-

cystitis are presented. One patient deserted

the hospital and is the oldest reported sur-

vivor of emphysematous cholecystitis and

the first reported case of survival without

adequate treatment. The presence of air

in the wall and the lumen of the gallblad-

der is the diagnostic picture noted on the

abdominal x-ray film. Early operation and

antibiotic therapy are treatments of choice.
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UA Esotropia”

• The author presents a comprehensive report on a neuromuscular

anomaly that does not lend itself to completely satisfactory surgical

correction. Procedures are outlined.

Q INCE Urist 1 ' 2
first observed the impor-

^ tance of measuring horizontal strabis-

mus “looking up and looking down,” much
has been written concerning the etiology

and management of what are popularly

referred to as the “A-V syndromes.”

When a plethora of surgical procedures

are recommended for a particular entity,

one can be certain that no single opera-

tion is completely effective. The surfeit of

surgical approaches to the “A-V syn-

dromes” accurately indicates that no one

procedure is the complete and final answer

to these muscular anomalies.

TABLE I

A-V 5 YN DROMES

SURGICAL APPROACHES

i HORIZONTAL RECTI

a. 5imp!c= Recession/Resection
b. Compound - Recession/ Resect ion

with vertical displacement

Z VERTICAL RECTI a. Horizontal Displacement

3. OBLIQUES

TABLE II - E50TR0PI

A

"V" ESOTROPIA

1 HORIZONTAL RECTI
a Simple^ Recess UR
b Compound^ Recess M R with infraplacement

(towards desired weakening!

Z VERTICAL RECTI
a Temporal Displacement I R
b Nasal Displacement 5 R

5 OBLIQUES a Tenotomy I Q
b Tuck SO

"A" ESOTROPIA

1 HORIZONTAL RECTI

a Simple = Resect L.R

b Compound = Resect L.R with infraplacement

(away from desired strengthening!

Z. VERTICAL RECTI
a Temporal Displacement 5 R
b Nasal Displacement 1.(2

5. OBLIQUES a Resect I 0
b Tenotomy 5 0

Presented at the 87th Annual Meeting of the

Louisiana State Medical Society, May 3, 1967, New
Orleans.

*From the Department of Ophthalmology, Tu-

lane University School of Medicine, New Orleans.

ROBERT F. AZAR, MD*
New Orleans

TABLE m - EXOTROPIA

"V' EXOTROPIA

1 HORIZONTAL RECTI

—
a Simple = Recess LR
b Compound = Recess L R with supraplacement

(towards desired weakening!

L VERTICAL RECTI
a Nasal Displacement 5 R

b Temporal Displacement I R.

3. OBLIQUES a Tenotomy 10.
b Tuck S O

"A “ EXOTROPIA

1 HORIZONTAL RECTI
a Simple* Resect M R
b Compound = Resect M R with supraplacement

(away from desired strengthening)

Z VERTICAL RECTI
a Temporal Displacement 5R
b Nasal Displacement I R.

3 OBLIQUES a Tenotomy S O.

b Resect T O

The great variety of currently popular

operations for the “A-V syndromes” is out-

lined in Tables I, II, and III. Claims have

been made for the “horizontal recti

school,” the “vertical recti school,” and the

“oblique school.” Having matriculated at

all three of these institutions, some com-

parative studies can be made and, I be-

lieve, some valid observations.

Urist originally suggested that in “V
esotropia” the medial recti should be re-

cessed and in “A esotropia” the lateral

recti should be resected. As a general rule,

this advice was quite successful, except

that where a large “A factor” was present

a simple resection of the lateral recti

tended to give an adequate correction of

the basic esotropia but some undercorrec-

tion of the “A factor.” In this latter type

of esotropia, I felt that the surgical end

results could be improved so a compara-

tive series of surgically corrected “A eso-

tropias” were evaluated.

Since the results of simple “recession-

resection” horizontal muscle surgery were

not completely satisfactory in the more

severe “A esotropias,” a different surgical

approach seemed to be indicated. By
“more severe” is meant an esotropia with
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a vertical variation of at least 15 to 20

diopters.

The first five cases in this series had a

temporal displacement of the superior

recti (Table IV). The results were very

TABLE IV- TEMPORAL DISPLACEMENT SUPERIOR RECTI

Case No. Initial ET Initial A Final ET Final A-Eso

1 30* u o > 25* 25*

2 Z5 15 25 10

3 ZO 15 1 5 iO

4 35 25 15 15

5 30 £5 30 20

disappointing with little correction of

either the esotropia in the primary posi-

tion or of the basic “A” variation. It was
concluded that temporal displacement of

the superior recti was not a satisfactory

approach to “A esotropia.” It was, in fact,

much less effective than a simple resec-

tion of the lateral recti.

The second five cases had resection of

the inferior oblique muscles (Table V).

TABLE Y- RESECTION INFERIOR OBLIQUE

Case No Initial ET Initial A Final ET Final A-Eso

1 25* oro 15* 15*

2 20 20 10 5

3 30 25 20 10

4 20 20 15 5

5 35 30 25 15

Proponents of oblique surgery in the “A-V
syndromes” believe that paresis of the in-

ferior oblique produces an “A syndrome,”

and paresis of the superior oblique pro-

duces a “V syndrome.” They reason that

the elevators of the eye, the superior rec-

tus and inferior oblique, act as adductors

and abductors respectively. Thus, if the

inferior oblique is paretic, the other ele-

vator, the superior rectus, overacts and
adducts the eye in the up position, produc-

ing an “A syndrome.” Conversely, the de-

pressors of the eyes, the inferior rectus

and superior oblique, act as adductors and
abductors respectively. Thus, paresis of

the superior oblique allows the inferior

rectus to adduct the eye, “looking down,”
producing a “V syndrome.”

According to this school, “A esotropia”

(paretic inferior oblique) should be treated

by resecting the inferior oblique or by a

tenotomy of the superior oblique (direct

antagonist of the paretic muscle). “V eso-

tropia” (paretic superior oblique) should

have a recession of the inferior oblique

(direct antagonist of the paretic muscle)

or a strengthening procedure on the super-

ior oblique.

In this small series, oblique surgery was
not an improvement on simple resection

of the lateral recti. It was quite effective

in decreasing the basic “A factor” but re-

sulted in large undercorrection of the eso-

tropia in the primary position. This tech-

nique would seem to be most appropriate

for “A esotropia” in which there is very

little, if any, esotropia in the straight-

ahead position.

The “vertical recti” and the “oblique”

approaches to “A esotropia” were consid-

ered failures. For this reason, the third

group of “A esotropias” had surgery di-

rected at the horizontal (lateral) recti

(Table VI). But instead of a simple resec-

TABLE ¥1- RESECTION a n d I NFERIOR
DISPLACEMENT of LATERAL RECTI

Case No Initial ET Initial A Final ET Final A-Eso

i 18* 20* 0* 5*

2 25 15 0 0

3 20 15 0 0

4 35 20 10 10

5 30 20 5 10

tion, a resection with infraplacement was
performed. This technique was very ef-

fective in attacking the basic esotropia but

failed to adequately correct the “A fac-

tor.” Certainly there was no significant

difference between this group and the last

group in which a simple resection of the

lateral recti was performed. Infraplace-

ment of the lateral recti produced a defi-

nitely greater postoperative reaction than

simple resection of the lateral recti.

Although proponents of this technique
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have recommended that the muscle inser-

tion be reattached equidistant from the

limbus, this would actually result in an

advancement of the inferior border of the

muscle as well as a bunching or folding

of the muscle upon itself.

Although there is still disagreement

as to what direction the horizontal recti

should be displaced vertically in the “A-V
syndromes,” Knapp’s 3 criteria seemed to

be logically most valid, and clinically most

effective. The insertions of the horizontal

recti are moved in the direction in which

reduced function is wanted, and in the

opposite direction when a strengthening

action is desired (Tables II and III).

The results of simple resection of the

lateral recti (Table VII) in the last five

TABLE W- SIMPLE RE5ECTI0W. LATERAL RECTI

Case Wo. Initial ET Initial A Final ET Final A-Eso

1 3 5 a Z5 a 5 A 5 a

2 30 15 5 0

3 18 15 0 10

4 22 25 0 10

5 20 20 0 5

cases indicate that this technique is the

most effective in correcting basic eso-

tropia, and it is equal to resection of the

inferior obliques in overcoming the “A
factor.”

The average correction in prism diopters

(Table VIII) of the basic esotropia was

greatest in simple lateral rectus resection

TABLE YEIL

AVERAGE CORRECTION in DIOPTERS BASIC
ESOTROPIA

A- FACTOR

Temporal Displacement Sup. Recti 4 8

Resection Inferior Oblique 9 15

Resection Lat. Recti Sj Infraplacement 22.

e

13

Simple Resection Lateral Recti 23 14

as compared to lateral rectus resection

with infraplacement, temporal displace-

ment of the superior recti, or inferior

oblique resection. Simple lateral rectus

resection was also nearly as effective as

inferior oblique resection in decreasing

the “A factor.”

Conclusion

“A esotropia” is a neuromuscular anom-
aly that does not lend itself to completely

satisfactory surgical correction. In my ex-

perience, surgery on the obliques or the

vertical recti, or “compound” surgery on

the horizontal recti fails to give better sur-

gical results than “simple” lateral rectus

resection.

Symmetrical resection of the lateral

recti without vertical displacement is rec-

ommended as the primary procedure in

“A esotropia.” This will adequately cor-

rect the esotropia in its primary position.

If a significant “A factor” remains after

resection of the lateral recti, then resec-

tion of the inferior obliques is indicated.

“A esotropia” in which there is little or

no deviation in the primary position but

over 15 to 20 diopters “looking up” is a

difficult surgical problem. Since supra-

version is the least important position of

gaze, surgery should be considered only if

the cosmetic defect is severe.

Resection of the inferior obliques as a

primary procedure may be effective in

these cases. Also, when “simple” resection

of the lateral recti has corrected the basic

esotropia but left a significant “A factor,”

resection of the inferior obliques is the

preferred second surgical procedure.
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Malignant Cystadenofibroma of the Ovary

Report of a Case

• A case is presented which illustrates an unusual histologic pattern

in an ovarian cystadenofibroma.

\ 52-year-old nulliparous Negro woman
was admitted to the Gynecology Ser-

vice at Confederate Memorial Medical

Center on November 22, 1968 with a chief

complaint of cramping pains in the left

lower abdomen. Examination on admis-

sion revealed a left adnexal mass which

extended from the left parametrial region

superiorly to the level of the umbilicus. At

the time of laparotomy on December 6,

1968, a large mass had replaced the left

ovary. This mass was removed along with

the uterus, right fallopian tube, and ovary.

Gross examination of the mass revealed

it to be composed of both solid and cystic

areas. The largest solid area measured 8

cm. The cut surfaces varied from firm

fleshy yellow tissue to friable red tissue.

The largest cyst measured 15 cm, con-

tained thin brown fluid, and had a shaggy

red lining. Smaller cysts contained fluid

which was thin and yellow to red in color.

Microscopic examination revealed glands

scattered throughout a stroma of cells re-

sembling fibroblasts (Fig 1). Some of the

glands were cystic, while others were
elongated with irregular budding. In some
areas, the glands were crowded in a back-

Doctor Grafton is a fourth year resident, De-

partment of Pathology, Confederate Memorial
Medical Center; and Doctor Mathews is head of

the Department of Pathology.

Reprint requests to: Dr. Grafton, Confederate

Memorial Medical Center, Shreveport, Louisiana

71103.

WARREN D. GRAFTON, MD
WILLIAM R. MATHEWS, MD

Shreveport

Fig 1. Section from solid portion of tumor.

H & E xlOO.

to-back arrangement. The cells lining the

glands contained plump oval nuclei with

prominent nucleoli and irregular chroma-

tin clumps. Pseudostratification of the

gland cell nuclei was prominent (Fig 2).

Gross and microscopic examination of

the uterus revealed a leiomyoma in the

fundus and foci of adenomyosis in the myo-
metrium. No evidence of malignancy was
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Fig 2. Histologically malignant gland in a

stroma of cells resembling fibroblasts. H & E
x450.

found in the endometrium, and no evidence

of endometriosis was found in either ovary.

Discussion

We feel that this case represents an ex-

ample of a cystadenofibroma of the ovary

with an unusual pattern in that it contains

glands which are histologically malignant.

In their description of cystadenofibromas

of the ovary, Hertig and Gore 1 state that

although these tumors are usually benign,

there is an occasional malignant variant.

They have seen one instance in which a

benign appearing tumor “metastasized”

—

or at least spread—to the omentum, and a

second instance in which a histologically

malignant tumor was apparently clinically

benign.

Reference

1. Hertig, Arthur T.; and Gore, Hazel: Tumors of the

Female Sex Organs, Part 3, Tumors of the Ovary and Fal-

lopian Tube, Atlas of Tumor Pathology, sec. IX. fasc. 33,
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We have found that many physically handicapped people have exceptional perse-

verance. Their strong will to succeed provides job opportunities for them as it would

for anyone. We will continue to need and use their skills . . . G. L. Phillippe, chairman

of the board, General Electric Company.
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Acute Hydrocephalus Secondary to Occlusion

of the Aqueduct by a Bullet

ERICH K. LANG, MD*
Shreveport

\ 28-year-old Negro man was admitted

with an obvious perforating injury of

the right parietal bone.

A craniotomy was performed and the

wound canal was explored. The wound
canal appeared to enter the right lateral

ventricle; however, the projectile could not

be located in spite of diligent search.

The following day a ventriculogram was
performed because of signs of an acute ob-

structing hydrocephalus. The ventriculo-

gram demonstrated dilatation of the lat-

eral ventricles, more so of the right than

of the left lateral ventricle. There was evi-

dence of passage of some air through the

aqueduct and fourth ventricle, and some
filling of the basilar cisterns as well as

the ambient cisterns had occurred. A dense

metallic foreign body was readily demon-
strated in the rostral end of the aqueduct

apparently nearly occluding this structure.

The patient was re-explored in an effort

to remove the projectile. However, during

the attempt to engage it in a sling, he ex-

pired.

Comments

Disappearing projectiles have been de-

scribed in most regions of the human
body. The usual cause and pathway of

their disappearance are entry and trans-

port into the vascular system to a remote

area. In rare instances, the GI tract may
also serve as transport system.

The ventricular system of the brain is

one other interconnected passageway that

permits movement of a foreign body of

appropriate size. In this particular in-

stance, the projectile had spent its energy

as it entered the lateral ventricle and by

* Doctor Lang is professor and chairman, De-

partment of Radiology, LSU School of Medicine

in Shreveport, Shreveport, Louisiana.

Fig la and b. Note the mild dilatation of the

ventricular system. A metallic object is identified

in midline position just below the habenular com-
missure, presumably in the adital segment of the

aqueduct.
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force of gravity sought the dependentmost

point and gravitated through the inter-

ventricular foramen of Monro in the third

ventricle and subsequently migrated into

the aqueduct. Because of the disparity of

size, the projectile wedged itself in the

adital segment of the aqueduct and caused

an acute hydrocephalus.

Conclusion

Exploration and recovery of foreign

bodies of penetrating injuries to the brain

are best performed under continuous

roentgenographic control to avoid a fruit-

less exploration for metallic foreign bodies

and to aid in the choice for the site of the

incision.

We flatly state that a person with a physical disability is a much better (insurance)

risk than his so-called normal counterpart provided he is properly screened and placed

and provided the company has an intelligent safety program . . . L. A. Hyland, general

manager, Hughes Aircraft Company.
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Discussion of the Provisional Draft of the

Standards for Hospital Accreditation

The provisional draft of the standards

for hospital accreditation proposed by the

Joint Commission on Accreditation of Hos-

pitals should be a source of continuing

interest and concern for physicians of the

state and of the nation.

It is clear that the practice of medicine

is being increasingly oriented to hospitals.

Physicians who work in those hospitals are

intimately affected by the status of the

hospital, its accreditation requirements

and the reflection of these requirements

upon the physicians themselves. Standards

were published in 1957 and were revised

in 1959, 1961, and 1964; 1 another revision is

in process now.

In considering these standards it is

well for the physicians to keep in mind
that out of a total of 22 commissioners, 19

1. Hospital Accreditation References, American
Hospital Association, Chicago, Illinois, 1964.

are physicians. The commission and the

individuals report to no other body. The
position of the hospital or the staff, if ac-

creditation is sought, is that of a fee pay-
ing suppliant.

The commissioners represent the fol-

lowing organizations:

7 — American Medical Association

7 — American Hospital Association

3 — College of Physicians

3 — College of Surgeons

1 — American Nursing Home Asso-

ciation

1 — American Association of Homes
for Aging

The intimate effect of accreditation

regulations on the practicing physician

is shown by the fact that at each meeting

of the House of Delegates of the Ameri-
can Medical Association there are many
resolutions from all sections of the coun-

try the import of which is to change or
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make less burdensome the manner in

which the accreditation process is oper-

ated

When it was made known that a revi-

sion was in process, a resolution was in-

troduced by the Louisiana Delegation of

the House of Delegates in June, 1968 re-

questing that before the standards were

put in final form that they be presented to

the state societies for study, comment and

possible recommendations, but obviously

without any power of decision. This pro-

posal was opposed by certain constituted

authorities; but because of the fact that

it offered great advantages to the practic-

ing physician to be heard and because

the comments and criticism so produced

would be for information only, the

House passed the resolution; and its im-

plementation is in process.

The first book of the standards was

made available on December 14, 1968. The
Joint Commission arranged for two con-

ferences which were attended by two rep-

resentatives of each state society. In the

conferences there was free discussion in

regard to the proposed draft. Our state so-

ciety was most ably represented at the

first conference by Doctors Elmo Boyd and

James H. Stewart and at the second con-

ference by Doctor Stewart and Doctor

Robert P. Blereau. Conferences were held

in Chicago on February 10 and 11 and on

March 20 and 21, 1969.

The reports from the representatives

to the state society have been most in-

structive, and as pointed out by our rep-

resentatives give occasion for serious

thought. Their comments are based on

the assumption that most of the mem-
bers of the AMA feel that the prime pur-

pose of the Joint Commission on Accred-

itation of Hospitals is to safeguard and

improve the welfare of the individual pa-

tient and to act in a friendly and helpful

way to physicians in hospitals in order

that they might accomplish this objective.

It was an earnest thought of our repre-

sentatives that the Joint Commission

should not be used by any federal agency

or bureaucracy in any way that might not

be to the best interests of the practice of

private medicine.

It was apparent to our representatives,

and the same is shown in the 1964 edition

of “Hospital Accreditation References”

that the tone and implication are built

around the thought that the Joint Com-
mission is dealing with nonproprietary

large university hospitals. It was felt that

the standards should apply to all hospitals

which would include the large affluent,

the small community hospitals, the profit

and non-profit and also where funds are

limited.

It was felt that the draft was entirely

too long and too specific in many areas.

In many sections, the document seems

to be aimed at fixing legal responsibility

more than optimizing patient care. For in-

stance, as pointed out by Doctor Stewart,

perishable foods must be stored below 45

degrees F, regardless of the fact that this

will ruin all bananas and make them
unusable and unavailable in the perfect

hospital.

Under the heading of Emergency Ser-

vices, the draft states (page 15, lines 12

through 15) : “The degree to which the

hospital provides emergency care should

be governed by a community-based plan

in which the hospital participates. The
hospital should be able to demonstrate

evidence of its participation in this plan.”

Our comment is that the Joint Commis-
sion should not be in a position that will

ultimately delegate to each hospital a

portion of what it should do in a com-

munity, otherwise the autonomy of the

hospital would thus be neutralized by

regulation.

Under Standard 4, it is stated that

emergency care should be based on ex-

plicit policy and should be supported by

appropriate procedural manuals and ref-

erence material. In the interpretation of

this standard, it directs that policies

specific to the medical staff should include

many things; and on lines 12 and 13:

“Adoption of rules regarding the utiliza-

tion of primary or secondary wound
closure at the time of a major disaster.”
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Such specific attention to formulas by
which medicine and surgery should be

practiced is not a part of the duties of the

Joint Commission. Surgical procedure is

a matter for the individual physician and

for the staff.

Under Governing Body and Manage-
ment, Standard 3 states: “The governing

body must provide for the election of its

officers and the appointment of commit-

tees as necessary to effect the discharge

of responsibilities. In addition, it must

adopt a schedule of meetings, attendance

requirements, and methods of recording

attendance and minutes of board proceed-

ings.” This is interpreted to indicate: “The

governing body shall designate multidis-

ciplinary committees as they determine

necessary. These should include but are

not limited to.” They designated eight

committees.

Our representatives felt that most of

these committees would be best under the

medical staff, as they have been in the

past, and that the governing body should

delegate that authority to the medical staff.

In the past, committees concerned with

patient care originated from the medical

staff and were approved by the govern-

ing body. It was the consensus of all who
were there that the medical staff should

originate most or all of these committees.

The Commission stated that they made
this change because the House of Dele-

gates instructed them to lighten the work
of the doctors. Of course, this would not

lighten the work, because the work of

these committees would need to be done

by the medical staff. A great danger, not

discussed, is that if the governing body
appoints these committees they might well

appoint outside people to come in and take

over the duties of the medical staff. For

example, under the committee entitled

“Environment and Infection Control,” they

might bring in an outside bacteriologist.

What might someone not on the active

medical staff do with the committee en-

titled “Patient Care Procedures”? We
think the Commission sadly misinterpreted

the wishes of the House of Delegates.

The provisional draft has 178 pages

triple spaced. On approximately every

other page, there is some statement or pro-

vision that would not be satisfactory to

the practicing physician who has to be the

means by which at least one half of these

regulations are to be implemented.

The physician who is on the staff of a

hospital has to take his time, adapt his

thinking and planning and live with these

regulations. That is vastly different from

merely writing letters about them. It

would appear that all physicians on the

medical staffs of hospitals should show as

stated in the beginning of this article a

continuing interest and concern about

what goes into the standards for hospital

accreditation. The Louisiana State Medi-

cal Society, however, commends the AMA
commissioners on the Joint Commission

for their efforts in assuring physician

membership on hospital governing boards.

O RGANI ZA T I O N SECT 10 N

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one•

REPORT OF PRESIDENT
1968-1969

This past year will be remembered as one of

the most traumatic in the history of the Louisiana

State Medical Society. Just 23 days after he took

office, our President Nicholas J. Chetta, MD, of

New Orleans, died suddenly at the early age of

52. Those of us who knew Nick loved him and

realized the leadership potential he offered our

Society and knew that he would have been one

of our great presidents.

The Executive Committee met on May 30, 1968

with saddened hearts faced with the responsi-

bility of electing a new president to serve for the
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unexpired term of Dr. Chetta. The Executive

Committee nominated Dr. W. Charles Miller of

New Orleans who declined the presidency. Dr.

Miller told the Committee that it was a great

honor, but in fairness to the Society he could not

accept because he could not devote the time

needed to the job due to the illness of his partner

and previous commitments. The Committee then

placed my name in nomination. I, too, feared that

I would not have the time to give to the presidency

and the Committee allowed me several hours be-

fore making my decision. During this time, the

entire Committee, several Past Presidents, and

those present offered me encouragement and

pledged their cooperation and assistance. With this

encouragement, I accepted the office knowing
that it would make great demands on my family

and practice. In return, I pledged to the Com-
mittee that I would do my best and asked that

they remember that any mistakes I might make
would be honest ones, made because of inexperi-

ence.

The officers, members of the Executive Commit-
tee, LSMS Delegates, AMA Delegates and staff

have worked wholeheartedly in meeting the many
challenges faced by our Society at the local and

national levels. They have worked to preserve

high standards of medical care within the frame-

work of the free enterprise system.

Among the major concerns of our Society

during the year have been the proper and effec-

tive implementation of the Health Education Au-

thority of Louisiana, the special session of the

House of Delegates to further act on the Depart-

ment of Socio-Economics, changing our organi-

zation to operate under the new Constitution and
By-Laws, combatting chiropractic, health care

costs, securing the same billing options under

Title XIX as Title XVIII of Medicare, problems

with the Joint Commission on Accreditation of

Hospitals, creating a mechanism whereby the

providers cf health care will be properly repre-

sented under P.L. 89-749, and taking the leader-

ship in the first continuing medical education

program.

A number of bills calling for the licensing of

chiropractors were introduced at the May Session

of the Legislature. With the help of a number of

our members, the Committee on Public Policy

and Legislation and its most effective Chairman,

Dr. Chester A. Williams, Jr., our able and tireless

Legislative Consultant, Mr. Percy J. Landry, Jr.,

who puts in 24 hours a day while the Legislature

is in session, we were successful in defeating the

chiropractic bills and several others which would

have been bad for the public and Medicine. We
were also successful in securing the passage of a

number of bills which will prove of great benefit

to the profession. A synopsis of these bills is con-

tained in the report of the Secretary-Treasurer.

We were indeed fortunate to have the services

of Dr. Joseph A. Sabatier, Jr., to present our case

against chiropractic to the Legislature. Dr. Saba-

tier is Chairman of the AMA’s Committee on

Quackery and a recognized national authority on

the subject. Other assets working for us during

the Legislature were the First Aid Station manned
by the members of the East Baton Rouge Parish

Medical Society, and the assistance lent Mr. Lan-

dry and Dr. Williams by our Secretary-Treasurer,

Dr. H. Ashton Thomas, and our Associate Secre-

tary-Treasurer, Mr. Paul Perret, during their many
visits to the Legislature.

Our Society was particularly pleased with the

HEW “Independent Practitioners Study” released

in January which cited the many reasons why
chiropractic services should not be included in

Medicare. This report makes numerous refer-

ences to Louisiana and the landmark England
decision. The HEW report on chiropractic con-

firms in detail the findings of the Louisiana State

Medical Society and supports the reasons why
our Society has opposed the licensing of this cult

for more than 50 years.

In August, 1968 the Governor appointed the

members of the Board of Health Education Au-

thority of Louisiana. By law, the LSMS is required

to submit five names to the Governor from which
he is to choose two to represent physician inter-

ests on HEAL. The Governor appointed Dr. W.
Charles Miller of New Orleans and Dr. Eugene C.

St. Martin of Shreveport from the list submitted

by the LSMS, and these men will provide us with

outstanding representation on the Board.

We are now in the process of implementing the

Council system established by our new Constitu-

tion and By-Laws. The Society will have five

Councils: Health, Education, Legislation, Socio-

Economics and Miscellaneous Business. The chair-

men of the various committees assigned to each

council will elect the Council Chairman. This

seems to be the most democratic way of securing

the Council Chairman.

The Special Session of the House of Delegates

held in New Orleans on November 24 voted a

five dollar assessment on the membership to be

used in securing a director and staff for a De-

partment of Socio-Economics which will operate

under the Council on Socio-Economics. The di-

rector of this department will be responsible to

the Secretary-Treasurer and to the Society. In

appointing members to this Council, I have tried

to give equal representation to all areas of the

State and to include representatives of as many
specialties as possible.

The entire membership of our Society was
shocked at the untimely and sudden death of our

immediate Past-President, Dr. Jack Theron

Willis of Alexandria, who was also Chairman of

the State Department of Hospitals. Jack was a

dedicated worker, ever mindful of the interests

of our Society and originated many ideas which

were effecting a revolutionary change in Medicine

for the good of the taxpayers of our State and
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the members of the Louisiana State Medical So-

ciety. We will be harvesting the fruit of his work
for years to come. Jack will be greatly missed

by all who knew and worked with him.

In November, the AMA sponsored a national

meeting on Comprehensive Health Care Planning

for physicians. Our State was well represented

by twelve members, many of whom attended at

their own expense. Dr. Page W. Acree of Baton

Rouge was on the program and gave an outstand-

ing presentation. It was obvious to those in at-

tendance that Louisiana is far ahead in develop-

ing this program along lines compatible with the

thinking of the private practitioner.

At the AMA Convention in Miami, resolutions

introduced by the LSMS did not fare too well.

Although our delegates made excellent presenta-

tions, it seems that we represented a minority

view in the AMA House of Delegates. Our dele-

gation has the respect of the majority of the

House, but it is often impossible with only three

delegates to push a major resolution through the

House. Our resolution in support of the Armed
Forces Medical Academy was defeated. The first

bill in the 91st Congress introduced by Rep. F.

Edward Hebert of Louisiana, calls for such an

Academy. H.R. 1 has strong support in the House
and Senate and will probably be enacted. Our
resolution to establish Family Practice as a spe-

cialty was accepted by the AMA House of Dele-

gates with no opposition.

The meeting in Dallas in December on Health

Care Costs, sponsored by the Social Security Ad-
ministration, was attended by four representatives

of the LSMS. This meeting presented a great op-

portunity for representatives of the providers of

care and consumers to discuss the costs of health

care in light of today’s economy.

Under the leadership of our Society an organi-

zation of the providers of health care was orga-

nized to work with local and state Areawide Health

Planning groups. This organization, now called

the Louisiana Health Professionals Forum, elected

Dr. Page W. Acree as its Chairman.

It is important that our members cooperate in

the adoption and use of a Current Procedural

Terminology Code especially in light of recent

Social Security Administration directives regard-

ing the payment of Medicare claims. Our mem-
bers have been informed, because of these new
directives, that the fiscal intermediary (Pan

American Life Insurance Company) can only pay
claims when adequate information on the proce-

dures performed is stated on the itemized bill

or the LSMFP forms. Government regulations now
require the Company to pay on the basis of in-

formation furnished. The Louisiana State Medical

Society plans to publish, in the near future, a

simplified code, using five digits, which will ade-

quately describe office and surgical procedures.

The use of the code will be optional, but it is felt

that it will work to the advantage of the physician

as well as speed the payment of insurance and
Medicare claims.

Your president testified in behalf of the Society

at the public hearing on Title XIX or Medicaid
held in New Orleans on December 27, 1968 by the

Department of Health, Education and Welfare.

I informed the officials that the Louisiana State

Medical Society has always been in favor of pro-

grams that bring high quality medical care to the

medically indigent, provided the patient-physician

relationship is preserved. The committee was in-

formed that Title XIX could be greatly improved
by allowing the same billing options as in Title

XVIII, and that LSMS members feel very strong-

ly that no regulations should be applied to this

program which would hinder the physician from
exercising his best medical judgment as to pro-

cedures, amount of care required, drugs to pre-

scribe, etc. The hearings were conducted by U. S.

Surgeon General William Stewart, Thomas Laugh-
lin, Deputy Commissioner of Medical Services for

the United States Public Health Service, and Ed-
ward Walker, a member of the Medical Advisory

Council to the United States Public Health Ser-

vice.

Our Committee on Hospitals met in Alexandria

in January with representatives of the Louisiana

Hospital Association and the State Department
of Hospitals to discuss mutual problems concern-

ing the physician-hospital relationship. Our So-

ciety was also represented at the AMA-sponsored
meeting to discuss revisions in standards by the

Joint Commission on Accreditation of Hospitals.

It has been charged that our system of health

care delivery functions as units of specialization

without a coordinated plan or head. The AMA
has recognized the need for changes in our pat-

tern of delivery of health care, but takes the

position, and wisely so, that these changes must
take place cautiously and deliberately, lest we do

serious damage to a system, with all its imper-

fections, which is second to none in the world

today. What changes should and need to be made
in our health care system should be made under

the guidance of physicians and not by politicians

or ivory-towered economists. If there must be

changes, let them be made by practicing physi-

cians, the men who know most about what can be

done to make our form of health care even better.

The LSMS has likewise recognized the increased

public and political attention given to our health

care delivery system. This is the reason we have

encouraged our members to assume roles of lead-

ership in P.L. 89-749, the Comprehensive Health

Planning Law, and others which, although we
opposed, are now facts of life. We must remember
that the implementation of laws often has more
long lasting and damaging consequences than the

laws themselves.

To prevent even further encroachments on the

private practice of medicine, it is incumbent upon

us to elect lawmakers who think as we do. Mem-
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bership in LAMPAC-AMPAC offers us a way of

doing this. Your President strongly urges all

members to join LAMPAC, and if at all possible to

become sustaining members. This is an effective

organization allowing members to support can-

didates who express their political views. Dr.

Thomas Y. Gladney has worked diligently as

Chairman of LAMPAC. Dr. Gordon W. Peek,

past Chairman of LAMPAC, has been appointed

to the Board of Directors of AMPAC. Your Presi-

dent believes that a closer correlation is needed

between LAMPAC and the Executive Committee
of the LSMS and suggests that the practice of

having the LAMPAC Chairman make an oral re-

port at Executive Committee meetings be rein-

stated.

It is my opinion that there should be an in-

crease in the number of programs for continuing

medical education in the State of Louisiana. Both

LSU and Tulane Medical Schools have worked
together in an attempt to present these programs

without duplication. It is hoped that better evalu-

ation can be made with particular interest in ex-

tending the statewide medical educational tele-

vision network into appropriate community hos-

pitals throughout the state to bring about an ex-

change of information between the physicians in

Louisiana and the faculty of the medical schools.

It is proposed that a review of continuing medi-

cal education programs in the State of Louisiana

be undertaken by those organizations which have

had such responsibilities in the past in order that

our faculty might contribute most productively

to this program. This review should include active

participation by the LSMS, the New Orleans

Graduate Medical Assembly, the LSU and Tulane

Medical Schools, and other interested organiza-

tions.

The press and broadcast media are giving in-

creased attention to all phases of Medicine. Medi-

cine, scientifically and economically, apparently

will continue to be in the spotlight and the profes-

sional reticence and privacy enjoyed by our pro-

fession are apparently things of the past.

While this interest in our profession is a trib-

ute to its importance, it can at times cause great

damage, especially in the national media. The
AMA is attempting the difficult, and frequently

impossible, task of respondng to inaccurate and
unfounded charges made against the profession.

Fortunately, this has not been a real problem

with the Louisiana press as our Society enjoys

excellent relations with the fourth estate. How-
ever, there have been times, and will continue to

be times, when our Society will have to make
public responses to inaccurate and misleading

news stories. Dr. H. Ashton Thomas and Mr. Paul

Perret of our Society are doing an admirable job

in this field.

Our Society is most fortunate in having Dr.

Thomas as its executive officer. He has given un-

tiringly of his time and talents in our behalf and

has been an impartial administrator in carrying

out the policies established by the House of Dele-

gates and the Executive Committee. His associ-

ate, Paul Perret, has likewise proven himself an

efficient and imaginative executive. In paying

tribute, I would be remiss in not saying what an

asset Miss Annie Mae Shoemaker has been to

our Society for almost 35 years.

There have been differences at times between

some medical societies, the LSMS and AMA. I

believe these differences are a result of conflicting

methodology rather than conflicting philosophies.

As physicians we know that there are often several

effective methods of attacking the same medical

and surgical problem. As in Medicine, we should

not quibble over techniques and methods—only

results. I have tried to keep my mistakes to a

minimum in working for the success of the Lou-

isiana State Medical Society. It has been a great

pleasure and honor to serve as your President.

RECOMMENDATIONS

1. The LSMS reaffirm its position for the need

for orderly and continuing improvement in our

health care system under the leadership of phy-

sicians.

2. The LSMS urge and encourage its component
Societies and members to assume a role of leader-

ship in Comprehensive Health Care Planning in

their respective areas.

3. The LSMS continually review its Constitu-

tion and By-Laws so that any objectionable fea-

tures might be changed, and that this review be

conducted by the Committee on Revision of the

Charter, Constitution and By-Laws.

4. The Insurance Committee study new devel-

opments in the area of professional liability insur-

ance in view of skyrocketing premiums and make
appropriate recommendations to the membership

concerning malpractice insurance.

5. The Society expand its efforts to establish

closer relationship and liaison with all providers

of health care.

6. Every member of the Society contact his

Representative and Senators regarding the 23

chiropractic bills which have been introduced in

the 91st Congress.

7. The Society endorse and support the use of a

procedural code based on the AMA’s Current Pro-

cedural Terminology Code to facilitate the hand-

ling of paper work with insurance companies and

government agencies.

8. Strongly endorse the principle of usual and

customary fees in dealings with all third parties,

and not support or recommend any program, pri-

vate or government, in conflict with this concept.

9. Encourage all members to join LAMPAC
and work diligently for progress in legislation,

and each component Society include LAMPAC
dues in its annual billing.

10. The LSMS develop a program of Continuing
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Medical Education second to none utilizing the

existing outstanding facilities in our state.

11. Recommend to the AMA that it reassume

a position of leadership within the JCAH in order

to properly represent the interests of physicians

in hospitals.

F. P. Bordelon, Jr., M.D.

President

MEDICO-LEGAL SYMPOSIUM WEIGHS
MUTUAL PROBLEMS, INCLUDING TAXES*

The 3rd National Medico-Legal Symposium was

held in Las Vegas, last week. This forum, insti-

tuted to promote mutual knowledge, appreciation

and understanding between the professions of law

and medicine, is sponsored jointly by the Ameri-

can Bar and American Medical Associations. Its

registration was the largest ever.

Taxes and estate planning, problems of concern

to both professions, were the subjects of the first

general session. A series of playlets were used to

demonstrate forms of tax shelter, and the advan-

tages of, and use of various trust agreements

which provide these shelters. Included in the dis-

cussion were the Clifford Trust, marital trust and

life insurance trust.

Tax exempt hospitals can pay premiums on a

retirement annuity for physicians employed by it.

This form of compensation permits a physician

to accept a smaller actual salary with a tax ad-

vantage since he does not pay tax on this addi-

tional remuneration until he retires; and as is

usual in retirement, his salary would be less than

while in active practice and this would provide

a tax break for his future security.

The risk and rewards of professional corpora-

tions were discussed in light of the Federal Tax
policy as well as the recent judicial decisions in

the U. S. District Courts. Some of the cases de-

cided in the lower courts are now on appeal to

the Circuit Courts, and these forthcoming deci-

sions could possibly settle the question of taxing

professional corporations.

The importance of competent medical examina-

tion in homicide cases was demonstrated by ex-

ceptionally fine dramatization in a mock trial. It

was pointed out that while a well-qualified hos-

pital pathologist is tops in his field; without the

training and experience in homicide investiga-

tions, his testimony at a trial would be of little

value in the prosecution of a homicide case.

Disability and the doctor’s role in its deter-

mination was another topic of discussion at the

conference. The doctor is frequently placed in

the middle in making the determination as to

both the kind and the amount of the disability.

This physician is well qualified when it comes to

determining an inquiry which is capable of an

objective medical termination. Problems arise in

* Reprinted from The Alabama M.D., Vol. 5, No. 13,

March 20, 1969.

an evaluation of an impairment, said to be ad-

ministrative and requiring a subjective determina-

tion. Charts prepared by the American Medical

Association are now available to physicians to

assist them in making these determinations.

Following the luncheon meeting, the new prob-

lems created in the medico-legal field as a result

of transplant surgery were explored in detail.

Prime consideration was given to the Uniform
Anatomical Gift Act and its role in removing the

legal impediments in medical progress by afford-

ing uniformity throughout the States. Included

on the panel was a noted transplant surgeon, the

Chairman of the Uniform Commission on State

Laws which drafted the Uniform Anatomical Gift

Act. It was pointed out in the discussion of trans-

plant surgery that the patient still must come first

and one of the big problems yet to be resolved

is the need to determine when death does, in fact;

occur and an organ is available for a transplant.

The topic of greatest interest throughout the

symposium appeared to be an in depth discussion

of malpractice liability. The awarding of large

judgments in addition to an ever increasing num-
ber of suits generated this interest. It is noted

that in both the medical and the legal profession

that with an upward spiral of insurance rates there

is a decreasing number of carriers who will pro-

vide malpractice coverage. Of great import in

malpractice litigation is the essential need to

maintain accurate records.

REPORT ON THE 22nd NATIONAL
CONFERENCE ON RURAL HEALTH

March 20-22, 1969

The meeting on Thursday evening, March 20th

was principally to introduce the chairmen of the

State Rural Health Committees and to listen to

two presentations.

Mrs. Claire F. Ryder, M.D. who spoke on Utili-

zation of Home Health Services for Rural Areas,

stressed the united effort of the state and the fed-

eral agencies in fully implementing utilizing these

services and stated that the local physician should

at all times be the subscriber of these services.

Dr. Ben N. Saltzman next spoke on compre-

hensive health planning for rural areas. His talk

gave reaction of the doctors to the HEW methods

of utilizing services.

The theme of the meeting this year was Meet-

ing Rural Health Needs in Our Changing Times.

Dr. Leopold J. Snyder was the first speaker on

March 21st. His talk covered Logical Modes for

Health Services and Improvement of Life in the

United States.

Delbert Oberteuffer, Ph.D. spoke on Health Edu-

cation as a Foundation for Healthful Living.

This was followed with a talk by A. L. Chap-

man, M.D. on Planning with Rural Health Ser-

vices.
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Dr. Bozar read a paper for Dr. Hampton on

Systetyiatic Approach to Emergency Medical Ser-

vices.

A discussion period followed.

On Friday afternoon there was a SYMPOSIUM
on Health Manpower for the Changing Rural

Community, moderated by W. Wyan Washburn,
M.D.

The symposium included:

1

—

Harold Margulies, M.D. whose topic was
Medical Manpower for Rural Areas.

2

—

Charles S. Howell, D.D.S. who spoke on

Dental Health in Rural Areas.

3

—

E. W. Tucker, D.V.M. who spoke on Veteri-

nary Manpower for Rural Areas.

4

—

Jessie Scott, R.N. whose subject was Nurse
Manpower for Rural Areas.

Their talks were followed by a discussion period

composed of several groups. These different

groups discussed various topics as follows:

A—Techniques for Community Health Action

B—Preparing Communities for Emergency
Medical Services

C—Migrant Health Programs that Work
D—Role of the Health Work
E—Utilization and Relationship of Home Health

Resources

F—Mental Health Services for Rural Areas

The Saturday morning session was presided

over by Charles J. H. Kraft, M.D. who introduced

the speakers for this session as follows:

1

—

George T. Harrell, M.D.: Future Training

atid Role of the Family Physician.

2

—

Ruth Spurrier, R.N. who was ill and was re-

placed by Mary McCree, R.N. : The Changing Role

of the Nurse.

This was followed by a discussion period and

then by a symposium moderated by Ben N. Saltz-

man, M.D. : Changing Methods in Delivery of

Rural Health Care, with the following partici-

pants :

1

—

Morris A. Lambdin. M.D.: Unique Plan for

Rural Medicine
2

—

Edward C. Hughes, M.D. : Cross-Road Medi-

cal Center
3

—

Donald L. Graves, M.D.: A Model for the

Practice of Community Medicine
4

—

J. Mostyn Davis, M.D.: Rural Health Dem-
onstration Project

After discussion, the meeting adjourned.

Guy R. Jones, M.D.. Chairman
Committee on Rural and Urban Health

DEFINITION OF TERMS: USUAL,
CUSTOMARY, REASONABLE

The House of Delegates of the AMA at its

Clinical Session adopted the following definitions

of the terms, usual, customary and reasonable

:

Usual is defined as the “usual” fee which is

charged for a given service by an individual phy-

sician in his personal practice (i.e., his oicn usual

fee )

;

Customary is defined as that range of usual

fees charged by physicians of similar training and
experience for the same service within a given

specific limited geographic or socio-economic area;

Reasonable is defined as a fee which meets the

above two criteria, or, in the opinion of the re-

sponsible local medical association’s review com-

mittee, is justifiable in the special circumstances

of the particular case in question; and be it

further

Resolved, That whenever these terms are used

in contracts or laws that they be specifically de-

fined in those documents.
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MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month

Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport First Tuesday of every month Shreveport

y/ernon First Thursday of every month

OBSTETRIC AND GYNECOLOGIC SEMINAR

The 15th Annual Obstetric and Gynecologic Sem-

inar, Inc. will be held at the Grove Park Inn at

Asheville, North Carolina, Monday, July 28

through Friday, August 1, 1969. Emphasis is placed

on informal teaching with many open discussions.

Afternoons are free for family activity and recre-

ation. A wide variety of obstetric and gynecologic

subjects will be covered, including a comprehen-

sive survey of gynecologic pathology' by Dr. Carey

Dougherty of the LSU School of Medicine.

The active faculty this year will be Dr. Bayard
Carter of Duke; Dr. Robert A. Ross, president-

elect, American College of Obstetrics and Gyne-

cology; Dr. Robert Greenblatt of Georgia; Dr. Abe
Mickal and Dr. George T. Schneider of LSU; Dr.

Herman Gardner and Dr. Raymond Kaufman of

Baylor University; Dr. Erskine Carmichael of Ala-

bama; and Dr. Art Khristakos of Duke.

Registration fee will be $50 which includes a

cocktail party and banquet during the middle of

the week. Registration is limited to the first 50

applicants.

For further information and registration, write

Dr. George T. Schneider, Ochsner Clinic, 1514 Jef-

ferson Highway, New Orleans, Louisiana 70121.

SURGICAL ASSOCIATION OF LOUISIANA
ANNUAL ESSAY PRIZE CONTEST

The Surgical Association of Louisiana annually'

sponsors an essay prize contest. If suitable prize

essays are submitted the Association will present

a cash award of $500.00 to the author of the best

essay based upon either clinical or laboratory re-

search in some field of surgical endeavor. For in-

formation about rules, eligibility, instructions, etc.,

write Walter F. Becker, M.D., Chairman, Surgical

Association of Louisiana Prize Contest Committee,

2030 St. Charles Ave., New Orleans, Louisiana

70130.

SOUTHERN MEDICAL ASSOCIATION

The Section on Ophthalmology' of the Southern

Medical Association announces the election of the

following officers to serve for the coming year:

F. Phinizy Calhoun, Jr., MD, Atlanta, chairman;

George S. Ellis, MD, New Orleans, chairman-elect;

Ralph S. Hamilton, MD, Memphis, vice-chairman;

Hilliard M. Haik, MD, New Orleans, secretary;

and Joel B. Pollard, MD, New Orleans, assistant

secretary.

These officers will be responsible for arranging

the program for the Section on Ophthalmology' for

the 63rd Annual Meeting of the association, which
will be held in Atlanta, November 10-13, 1969. Any-

one wishing to participate in the program should

contact the Secretary' of the Section. Dr. Hilliard

M. Haik, 812 Maison Blanche Building, New Or-

leans, La. 70112. Applications for scientific exhibit

space can be obtained from Southern Medical As-

sociation, 2601 Highland Avenue, Birmingham,

Ala. 35205.

SPECIAL CALL FOR DOCTORS
ASKED BY DOD

The Department of Defense has requested the

Selective Service System to provide 437 doctors of

medicine, 23 doctors of osteopathy and 25 optome-

trists for active duty' beginning in July of this

year.

Special calls for physicians have been necessary

on an annual basis since 1961 in order to bring
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the total military medical strength to the level

required to meet military needs. These calls are

only issued when the number of doctors, who have

been acquired through regular procurement mea-

sures, fails to meet the requirements of the armed
forces.

All doctors of medicine and osteopathy ordered

for induction as a consequence of the present

special call will serve with the Army. The Air

Force last participated in a special call for physi-

cians in 1966 and the Navy in 1967.

The number of physicians being called this year

is fewer than in any call since 1962. The last seven

calls have been in excess of 1,000. According to a

spokesman for the department of Defense, this

smaller call is related to the stabilization of the

buildup of forces associated with the Vietnam war

and with the large number of volunteers who
enter military service through the Berry Plan.

VAGINAL CONTRACEPTIVES STILL
ESSENTIAL, SYMPOSIUM AT

JOHNS HOPKINS IS INFORMED

Far from having “historical interest only” in

the age of oral contraception, other methods of

birth control deserve careful consideration in pa-

tients for whom orals are inadvisable. Physicians

should not have an orals-or-nothing attitude to-

ward family planning because many of the other

contraceptive methods have improved “remark-

ably” of late and can provide excellent protection

when carefully used.

These are among the major points made in a

symposium held recently at Johns Hopkins Uni-

versity School of Medicine. “Vaginal Contracep-

tion in the Era of the Pill” was the subject of the

conference.

“We have two methods which provide the poten-

tial for meeting the threat of overpopulation—oral

contraception and the intrauterine device,” said

Nicholson J. Eastman, MD. But the professor of

obstetrics emeritus at Johns Hopkins added that

for the minority of women unsuited to such regi-

mens, “something must be done to provide alter-

nate methods of conception control.”

Three-fourths of women discontinuing orals re-

turn to methods they used previously, according

to Charles F. Westoff, PhD, professor of sociology

at Princeton University. Many of the others turn

to contraceptive foam, a method even newer than

the pill.

IRB ANNOUNCES RATE INCREASES
FOR PROFESSIONAL LIABILITY

Increases in basic premium rates for profes-

sional liability insurance in various states, effec-

tive Feb. 26, were announced by the Insurance

Rating Board on behalf of its affiliated companies.

The rating organization attributed the rate in-

creases to adverse underwriting results experi-

enced by companies providing the coverages in the

affected areas.

Rates for physicians and surgeons liability cov-

erage are increased 22.6 percent in New Jersey.

Rates for dentists liability insurance are increased

66.7 percent in Alabama and Maryland, 50 percent

in California, 33.3 percent in West Virginia, and

19.4 percent in Massachusetts.

In certain states, rates are increased 100 per-

cent for chiropodists and nurses and 50 percent

for chiropractors. The states affected are Alaska,

Arizona, California, Connecticut, District of Colum-
bia, Georgia, Idaho, Illinois, Indiana, Iowa, Kan-
sas, Louisiana, Maine, Maryland, Michigan, Minne-

sota, Missouri, Montana, Nebraska, Nevada, North

Dakota, Ohio, Oklahoma, Oregon, South Dakota,

Tennessee, Utah, Vermont, Washington and Wy-
oming.

Rates for hospital professional liability insur-

ance are increased 20 percent in New Jersey and
Tennessee, and 10 percent in Kansas. In these

states, the table of increased limits factors for this

line of insurance has been revised upward. This

revision will result in a 50 percent rise in premi-

ums for limits of coverage in excess of the basic

limits of $5,000 for each claim and $15,000 for all

claims during each annual policy period.

For lawyers’ professional liability insurance,

rates are increased 100 percent in California and
Maryland, 70 percent in Louisiana, 30 percent in

Virginia, and 15 percent in Alabama. An increase

of 100 percent for Hawaii was effective Nov. 1,

1968.

AMERICAN COUNCIL OF
OTOLARYNGOLOGY FORMED

The American Council of Otolaryngology, a

new medical organization, has been incorporated

in the District of Columbia to represent the pa-

tient care interests of the nation’s estimated 6,000

otorhinolaryngologists (ear, nose and throat spe-

cialists).

The new council, which will establish a national

office in Washington this year, plans to provide

leadership for national, regional, state and local

groups in otolaryngology in order to provide bet-

ter patient care in this specialty field.

Jerome A. Hilger, MD, St. Paul, Minn., has been

elected chairman of the board by the organizing

committee. The other officers elected to the Coun-
cil are: John E. Bordley, MD, Baltimore, vice-

chairman; Paul H. Holinger, MD, Chicago, presi-

dent; Walter P. Work, MD, Ann Arbor, Mich.,
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vice-president, and Jack R. Anderson, MD, New
Orleans, secretary-treasurer.

A general assembly will be created by the coun-

cil to provide a “grass roots forum” in which the

individual is heard. Provision will be made for

representation in this assembly of supporting oto-

laryngologic societies and academies on all levels,

regardless of size.

The first national body to represent all of oto-

laryngology' exclusively, the council will help in

the development of national programs for im-

proved patient care, more education and further

research. In effect, it will serve as a national voice

for otolaryngology.

The council will concern itself with the national

health problems in its specialty field. It will keep

abreast of and seek ways to meet national man-
power needs of the specialty in both medical and
paramedical categories.

Another objective of the new council is to assist

training programs at the residency and postresi-

dency levels. At the same time, it will encourage

strong programs for continuing postgraduate edu-

cation in the specialty.

Cooperative liaison with communities and or-

ganizations on national and state levels will be

undertaken by the council to stimulate better pro-

grams for patient care. The council will also

assist state and local communities in health legis-

lation relating to its specialty field.

COURSE IN POSTGRADUATE
GASTROENTEROLOGY

The American College of Gastroenterology an-

nounces that its annual course in postgraduate

gastroenterology' will be given at the Rice Hotel

in Houston, on October 23, 24, 25, 1969.

The faculty for the course will be drawn from
the medical schools in and around Houston and
the program, subject to change, will include sym-
posiums on the esophagus, liver, cancer of the

stomach, malabsorption syndrome, and gastroin-

testinal problems in space medicine.

In addition, there will be a number of other pa-

pers pertaining to the advances in diagnosis and
treatment of various gastrointestinal diseases.

For further information and enrollment, write

to the American College of Gastroenterology, 299

Broadway, New York, N.Y. 10007.

HEAD AND NECK PLASTIC SURGEONS
ELECT NATIONAL OFFICERS FOR 1969-70

Dr. Ira J. Tresley of Chicago was elected and
installed on March 21 as president of the Ameri-

can Academy of Facial Plastic and Reconstructive

Surgery, Inc.

He succeeds Dr. Maury L. Parkes of Los An-
geles, and will serve a one year term. Dr. William
K. Wright of Houston, former southern vice-

president, was chosen president-elect to take office

in 1970.

Doctors Tresley and Wright headed a slate of

officers and directors elected at the academy’s

fifth annual scientific meeting on March 21 and
22 at the Royal Orleans Hotel in New Orleans.

Dr. Carl N. Patterson of Durham, N. C. was
elected secretary of the Academy. Dr. Samuel M.

Bloom of New York was elected treasurer. Both
will serve five-year terms.

Elected for a second term as vice-presidents

were: Drs. John Conley, New York, eastern;

Jerome A. Hilger, St. Paul, Minn., midwestern;

and Walter E. Berman, Beverly Hills, Calif., west-

ern. Dr. Jack R. Anderson of New Orleans was
elected southern vice-president. Dr. Anderson for-

merly served as secretary of the academy.

The American Academy is an international

medical society of approximately 700 otolaryngolo-

gists (ear, nose and throat physicians) and other

specialists who perform head and neck plastic

surgery. Latest methods and developments in both

reconstructive and cosmetic plastic surgery were

covered; discussions were led by 49 speakers and
panelists at the academy’s meeting.
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The Care of the Rheumatoid Hand
;
by A. E. de

Flatt, Ed 2, Mosby, 1968, 234 p, $14.

This book of 222 pages, plus references, is writ-

ten by an internationally prominent handsurgeon.

It is well organized, easy to read, and beautifully

illustrated.

The author has concisely covered a large and

somewhat controversial subject in a clear and un-

biased manner, and in many instances has de-

scribed alternate methods of treatment, indicating

his own preference without being unduly critical

of other accepted methods. His own significant

contributions to surgery of the rheumatoid hand
are modestly presented. There is enough technical

detail to make the book useful as a reference for

the orthopedic surgeon who must take care of

some of these patients but who is not primarily

a hand specialist. The discussion of pathology,

surgical indications, and nonoperative treatment

is adequate to make the book a valuable reference

for physiatrists and for internists who may from
time to time have primary responsibility of the

care of these patients.

It appears to this reviewer that this is an excel-

lent summary of the present state of the art of

the care of the rheumatoid hand, and it is recom-

mended as a required text for residents in ortho-

pedic surgery and in physical medicine and reha-

bilitation, as well as for those residents in internal

medicine who have more than a casual interest

in rheumatology.

It is a pleasure to review this relatively small

volume which contains so much useful informa-

tion.

Edward T. Haslam, MD

Lymph and the Lymphatic System
;
edited by H. S.

Mayerson. Proceedings of the conference on

lymph and the lymphatic system, Springfield,

Illinois, Charles C Thomas, 1968, 392 p, $18.50.

This monograph contains in it a series of papers

relating to the phylogenetic, anatomical, func-

tional, pathologic and immunologic aspects of the

lymphatic system. The contributors represent in

aggregate the foremost investigators studying

these problems.

The diverse nature of problems to which this

monograph addresses itself makes it a useful ref-

erence to an equally wide readership. The chap-

ters on visualization of the lymph system and

lymphedema will appeal to those interested in

anomalies and diseases of the lymphatic system.

For the physiologist the chapter on permeability

of capillaries will be useful. For anatomists and

physiologists alike the chapter on lymphaticove-

nous communications will be of great interest. For

clinicians there is an interesting discussion of a

proposed new disease entity entitled lymphogenous

encephalopathy by Dr. Foldi. In addition there

are discussions of the role of lymphatics in known
diseases states involving liver, lungs and heart.

Lymphatic pathways of tumor dissemination are

discussed in the last chapters.

E. H. Bresler, MD
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Alcohol Exaggerated Postprandial

Hyperlipemia

• The authors report that alimentary hyperlipemia is significantly

exaggerated by only I ounce of whiskey. They deduce that if hyper-

triglyceridemia is undesirable maybe it will be found that cocktail

drinking before meals should be avoided.

F. GILBERT McMAHON, MD
JEROME R. RYAN, MD

New Orleans

TT YPERCHOLESTEROLEMIA and
A ^ probably also hypertriglyceridemia

are associated with the atherosclerotic

process and coronary heart disease. A va-

riety of drugs and foodstuffs are known
to elevate or reduce serum lipids. Dietary

measures, clofibrate, dextrothyroxine and

cholestyramine generally require two to

four weeks before their hypocholesterole-

mic and/or hypotriglyceridemic effects

can be discerned.

There is a need in experimental thera-

peutics for a rapid, reliable, clinical

method for determining efficacy of ex-

perimental drugs which have been found

to reduce serum lipids in laboratory ani-

mal models. Such a method would permit

larger numbers of bioactive drugs to be

evaluated in man after the appropriate

animal toxicological studies. Our objective

was to establish, if possible, an experi-

mental hyperlipemic clinical model, and

From the Tulane University School of Medi-

cine, New Orleans.

Presented at the American College of Physi-

cians Regional Meeting (La.-Miss.) Feb. 1, 1969,

New Orleans.

then to ascertain the effects of standard

hypolipemic agents on this system with

single doses of drugs.

The Experimental System

Our first efforts were directed toward

trying to produce hypercholesterolemia in

normocholesterolemic subjects. It is well

known that primary myxedema is often

associated with hypercholesterolemia al-

though the mechanism is unclear. We,
therefore, administered propylthiouracil

(50 mg every 8 hours for 7 days) to 8 eu-

thyroid, normocholesterolemic individuals.

Serum lipid determinations done before

and after propylthiouracil administration

showed no significant differences as a re-

sult of treatment.

Our next effort at inducing hyperlipemia

was more successful. It is well known that

the normal individual experiences a post-

prandial hyperchylomicronemia (hyper-

triglyceridemia) . Triglycerides usually

peak postprandially at about twice the

fasting levels some two to four hours after

ingestion, and then they gradually return

to fasting levels over the next four hours.

The usual American diet contains 40 to
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50 percent of the total calories as fat. We
chose as our test meal 3 ounces of a palat-

able corn oil emulsion* containing 60

grams of fat (540 calories) ... a modest
and not unusual quantity of fat. Because

£

it had been reported that normal subjects §

developed hypercholesterolemia after l

ethanol administration 1
(300 grams a day i

given to 7 subjects for 9 to 19 days), we
gave ethanol together with the corn oil

emulsion in a single dose. The doses used

were 1 ounce of bourbon-whiskey (equiva-

lent to 12.9 grams of ethanol) together

with 3 ounces (60 grams) of the corn oil

emulsion. We gave this to six healthy

volunteer male subjects. Serum turbidity,

cholesterol, and triglyceride levels were
evaluated for ten hours. Cholesterol

]

was determined by the use of the auto-

analyzer method described by Skeggs. 2 " 3

Triglycerides (TG) were measured by an g
<

automated fluorometric procedure describ-

ed by Kessler. 4 Turbidity was determined

by the Osman-Zinn and Warton tech-

nique. 5 Free fatty acid was determined by

Bio-Science Laboratories using a method

based on techniques of Dale, 6 Trout, 7 and

Meinertz. 8

^ Results

Our results are depicted in Figs 1, 2,

and 3.

Serum cholesterol was not affected by

our fat test meal nor by fat and ethanol.

Serum triglycerides were increased by

fat ingestion.

Serum triglycerides (turbidity) were

GEOMETRIC MEAN CHOLESTEROL
CHANGES

Fig 1

* Lipomul (Upjohn)

GEOMETRIC MEAN SERUM TURBIDITY CHANGES
(6 Normolipemic Subject*)

TRIGLYCERIDE CHANGES (Geometric Meins)

(6 Normolipemic Subjects)

Fig 3

more greatly elevated after fat plus etha-

nol, than after fat alone (p < 0.05).

Choloxin® (dextrothyroxine), 8 mg, and
Atromid-S® (clofibrate) 2.0 gm failed to

affect the postprandial hyperlipemia in-

duced by fat with ethanol.

Heparin (100 mg IV)
,
however, reduced

the hypertriglyceridemia (0-4 hours)

markedly. This was followed by a late

slight rebound (at 6-10 hours).

Hyperlipemic Patients

Then we turned our attention to hyper-

lipemic patients. Hyperlipemia may be

secondary to such diseases as obstructive

liver disease, nephrosis, hypothyroidism,

pancreatitis, uncontrolled diabetes, etc.; or

it may be a primary hyperlipoproteine-

mia. Ideally, the proper management of

hyperlipemic patients requires lipoprotein

pattern determinations.

All of our patients were Types II, III

or IV hyperlipoproteinemia by paper
electrophoresis (Lees and Frederickson

classification) . One ounce of whiskey alone
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had no effect on the TG levels of nine

hyperlipemic individuals (Fig 4). The

corn oil emulsion produced a relatively

TRIGLYCERIDE RESPONSE
( 9 Hyperlipemic Pts.)

FAT ALCOHOL

smaller and slower postprandial lipemia

than we had seen in normolipemic pa-

tients. However, once again as with nor-

mal subjects, when both alcohol and fat

were given together, there was a marked
hypertriglyceridemia, and once again dex-

trothyroxine (8 mg) or clofibrate (2.0 mg)
had no effect on TG or cholesterol levels.

As was the situation with normal sub-

jects, heparin profoundly decreased serum

TRIGLYCERIDE RESPONSE
( 9 Hyperlipemic Pts.)

-- FAT « ALCOHOL

triglyceride levels (Fig 5). Heparin also

decreased free fatty acids (FFA). The
mechanism is thought to be a heparin in-

duced release of lipoprotein lipase into

the blood. 9 When nicotinic acid (1.0 gm)
was given with whiskey and fat, there

was an initial decline in FFA with a slow

rebound to twice control values. Although

we did not obtain an absolute drop in TG
after nicotinic acid, we did get a relative

decline. The TG response to nicotinic acid

and fat plus alcohol was identical to that

after fat alone, and, therefore, much less

than that after fat plus alcohol.

Our studies in both the normolipemic

and hyperlipemic patient indicate that 1

ounce of whiskey alone has no apparent

effect on lipid metabolism as measured

by these parameters. But when it is con-

sumed with a modest amount of fat, then

alcohol does have a profound effect on

lipid metabolism. One obtains a larger

increase in plasma TG than one would ex-

pect if the effects were simply additive.

It is established that the chronic alco-

holic, following an acute ingestion of alco-

hol may well develop hyperlipemia as

part of a syndrome first reported by
Zieve. 10 But the majority of American
adults are neither chronic alcoholics nor

total abstainers. They are so-called social

drinkers typified by the worker or execu-

tive who has one or two cocktails every

night before dinner. Lieber11 has shown
that ethanol can produce a fatty liver even

in the absence of dietary deficiencies. Fur-

thermore, he demonstrated that when the

amount of dietary fat ingested with etha-

nol was reduced, less hepatic steatosis

occurred. So, a fatty liver (which may be

the precursor of alcoholic cirrhosis) is pro-

duced when both ethanol and fat are in-

gested.

Our studies showed in normal subjects

that when both ethanol and fat are in-

gested together, the usual postprandial

hypertriglyceridemia is significantly exag-

gerated.

Theoretically, ethanol could act either

by 1) increasing exogenous glyceride ab-

sorption; 2) increasing endogenous svn-
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thesis; or 3) decreasing removal from the

circulation. Previous studies by M. Verdy
and A. Gattereau 12 suggest that ethanol

does not modify the absorption of fat or

its removal, but rather increases endoge-

nous TG synthesis. The fatty meal is

hydrolyzed partly in the gut and partly

by lipoprotein lipase. This increases the

amount of FFA brought to the liver. Etha-

nol may also mobilize FFA by increasing

catecholamine secretion. Both of the fac-

tors favor an increased TG synthesis. It

has been occasionally reported that there

is a decreased incidence of atherosclerosis

in chronic alcoholics, although some have

refuted this. Still others have concluded

that atherosclerosis is decreased only in

those chronic alcoholics who do not eat.

Whatever the truth is in chronic alcoholics,

we were studying nonalcoholic “social

drinkers” acutely. If indeed hypertrigly-

ceridemia is undesirable and if long-term

studies confirm the persistence of exag-

gerated hypertriglyceridemia after alco-

hol and fat, drinking cocktails with hors

d’oeuvres or before meals may be one more
factor in the multifaceted problem of the

etiology of atherosclerosis. The lipemic ef-

fects of long-term cocktail drinking before

meals, in nonalcoholic, “social drinkers”

deserves further study.

Conclusions

1. Alimentary hyperlipemia is signifi-

cantly exaggerated by the consumption

of only 1 ounce of whiskey. This occurs

in both normal and hyperlipemic sub-

jects.

2. Single large doses of d-thyroxine or

clofibrate have no effect on this hyper-

triglyceridemia. Heparin completely pre-

vents this for 2-4 hours. Nicotinic acid,

while not preventing the usual post-

lipid hypertriglyceridemia, did prevent

the alcohol exaggeration of the hypertri-

glyceridemia. So we have partially es-

tablished a clinical model which dis-

cerns nicotinic acid and heparin, but not

clofibrate or d-thyroxine with single

doses.

3.

If hypertriglyceridemia is undesir-

able (and I believe it is), and if long-

term studies confirm this hyperlipemia

to persist, then cocktail drinking before

meals should be avoided.
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The Problem of Superficial Malignant
Melanoma

• Eight cases in which invasion by malignant melanoma was con-

fined to the upper one-third of the dermis are presented. Five pa-

tients have survived 8 to 12 years after treatment without evidence

of recurrence. Three patients died with metastatic melanoma. Al-

though the prognosis is usually considered good, the authors feel

that superficial malignant melanoma should be treated as a poten-

tially aggressive lesion.

Material and Methods

' I ' HE belief that superficial malignant

melanomas have a better prognosis

than the more deeply infiltrative tumors

has been expressed by a number of ob-

servers. 1, 5> 7 In our review of the 95 cases

of malignant melanoma which were diag-

nosed at Confederate Memorial Medical

Center from 1951 through 1967, we were

able to review the tissue sections in 81

cases. In eight cases, dermal invasion was
limited to the upper one-third of the

dermis, the criterion used by Peterson 7

for justifying the term “superficial malig-

nant melanoma.”

Case Reports

Case No. 1: A 60-year-old white man had a

mole present in the interscapular area all his

life. It had increased in size in the five years

prior to his admission. On February 27, 1956, a

5 x 2V2 cm ellipse of skin with a 1 cm lesion in

the center was removed.

The lesion showed superficial invasion and was
composed of rather uniform epithelioid cells with

large red nucleoli. There was a lymphocytic

infiltrate about the base of the lesion.

An axillary dissection was done on May 17, 1956,

and the nodes were negative.

There had been no recurrence as of January

12, 1968, 12 years after the original diagnosis.

Case No. 2: A 39-year-old pregnant white

woman was seen in August, 1956 with three sepa-

Presented to the Confederate Memorial Medical

Center Visiting Staff, February 18, 1969.

Reprint requests to: Warren D. Grafton, MD,
Confederate Memorial Medical Center, Shreve-

port, Louisiana 71103.

WARREN D. GRAFTON, MD
GLADDEN W. WILLIS, MD

Shreveport

rate moles. One on the left upper forearm mea-
sured 1.2 cm in diameter and had been present

five years. A lesion on the right upper arm
measured 1 cm and had been present one year

(Fig 1). The third was on the left leg and was

Fig 1. Epithelioid melanoma cells invading the

dermis are seen at the right. Clear cells can be

seen invading the epidermis. (H & E x 100.)

0.7 cm in diameter. They were all removed on

August 15, 1956. All three were superficially in-

vasive malignant melanomas.
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No additional treatment was given, and she

was followed for eight years until March 13, 1968

without evidence of recurrence. After this she

was lost to follow-up.

Case No. 3: A 35-year-old white woman had a

dark lesion on the side of her neck all of her

life. It was removed October 3, 1956, shortly after

the termination of a pregnancy, and measured

0.8 cm in diameter. The lesion was a very super-

ficial malignant melanoma composed of epithe-

lioid type cells with a chronic inflammatory cell

infiltrate beneath the lesion.

A modified left radical neck dissection was
done on October 18, 1956. No metastatic tumor
was demonstrated. She has been followed for 12

years since her original diagnosis without evi-

dence of recurrence.

Case No. If: A 62-year-old white woman had
a mole present in the left scapular area for one

year. A wide excision measuring 4 x 4.5 cm was
done on January 27, 1958 and the lesion measured
0.7 cm in width. Microscopic examination re-

vealed a malignant melanoma with no definite

area of invasion (Fig 2).

Fig 2. Nests of malignant melanoma cells are

confined to the epidermis. Definite dermal in-

vasion is not seen. (H & E x 100).

No further treatment was given, and she was
followed until January 23, 1967 when she died of a

coronary occlusion. Her survival was nine years

without recurrence.

Case No. 5: A 51-year-old white woman had a

rapidly enlarging 0.7 x 1.3 cm lesion removed
from the right side of her neck on June 27, 1955.

An ellipse of skin 3x7 cm was removed. The
lesion was a superficial malignant melanoma.
She has been followed for 12 years through

August 17, 1967 without recurrence.

Case No. 6: A 54-year-old white man was ad-

mitted June 4, 1957 because of severe headaches.

Cerebrospinal fluid protein was 91 mgm percent.

EEG suggested brain tumor. A broad flat black

lesion was noted on the posterior aspect of the

left shoulder. This was excised June 17, 1957. The
specimen was an ovoid excision 2.7 cm wide. The
lesion measured 2.0 cm.

Microscopic examination revealed pleomorphic

round epithelioid pavement-like cells, many of

which contained prominent nucleoli and pigment-

ed cytoplasm. These cells occurred in nests at the

dermoepidermal junction as well as in loosely ar-

ranged groups in the basal epidermis. Individual

cells of this type were also scattered throughout

the epidermis. Invasion of the dermis was present

in only one focus.

Only supportive therapy could be offered the

patient. He died August 5, 1957, two months after

diagnois. Autopsy revealed metastatic melanoma
in the brain, lungs, liver, and kidneys.

Case No. 7: A 57-year-old white man was ad-

mitted August 15, 1958 with a mass in the right

groin which had been present for four months.

Aspiration biopsy was consistent with metastatic

melanoma. An ovoid, brown, slightly raised, non-

ulcerated lesion was found on the right great toe.

This was excised August 29, 1958. The specimen

was an ovoid excision 1.5 cm wide. The lesion

measured approximately 1.0 cm.

Microscopic examination revealed one small

focus of invasion of the epidermis and the super-

ficial dermis by loosely arranged groups of poly-

gonal cells showing little pleomorphism (Fig 3).

Small nucleoli were noted in some of the cells.

Mitoses were not seen. The adjacent epidermis

contained groups of polygonal cells with finely

pigmented cytoplasm and small nucleoli. These

were mainly basal in location with respect to the

epidermis.

The patient died on September 18, 1958, one

month after diagnosis. No autopsy was performed.

Case No. 8: A 67-year-old white man was ad-

mitted April 26, 1960 with a mass in the right

groin present for 1% years. Biopsy of the mass re-

vealed metastatic melanoma in a lymph node.

A small pigmented lesion was found on the sole

of the right foot. This was excised May 12, 1960.

The specimen was an elliptical excision of skin

measuring 3.5 x 2.0 cm. The epidermis was
rough with a brownish mottled appearance.

Microscopic examination revealed a small
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Fig 3. Invasion of the epidermis as well as the

superficial dermis by epithelioid malignant mela-
noma cells. (H & E x 100).

nodule of tumor apparently invading the super-
ficial dermis. This appeared to arise from the

basal epidermis. In this region there were in-

traepidermal nests of pleomorphic polygonal
cells with round nuclei and prominent nucleoli.

The tumor mass itself consisted of large rounded
epithelioid cells with abundant pink cytoplasm
and prominent red nucleoli. Pigment was diffi-

cult to find. A fibrillar pink stroma was present
between the cells.

The patient refused treatment and died De-
cember 15, 1962, two and one-half years after

diagnosis. No autopsy was performed.

Discussion

Allen and Spitz 1 differentiated the active

junctional nevus from the superficial mel-
anocarcinoma by the presence or absence
of dermal invasion. Becker 2 divided junc-

tional nevi into quiescent nevi, active nevi,

and lentigo maligna. In the quiescent nevi,

the nevus cells show a minimal degree of

anaplasia. In the active nevi, benign hy-

perpigmented nevus cells are present.

Lentigo maligna is characterized by
anaplastic nevus cells, presence of malig-

nant cells in the epidermis, and round
cell infiltrate in the superficial dermis.

Mishima 6 used the term melanosis cir-

cumscripta precancerosa to describe a non-

nevoid premelanoma distinct from the

junction nevus. Melanosis circumscripta

precancerosa was characterized by den-

dritic “clear cells” throughout the epider-

mis, a 30-40 percent incidence of malig-

nancy, and infiltrate in the corium consist-

ing of plasma cells and lymphocytes, onset

after middle age, and less malignancy of

the arising melanoma with rare metastasis.

The junction nevus, on the other hand,

was characterized by epithelioid or acti-

vated nevus cells occurring in nests in the

lower epidermis, a milder dermal infiltrate

of lymphocytes, infrequent malignant

change with a greater degree of malig-

nancy and frequent metastasis of the aris-

ing melanoma, and an onset before adoles-

cence.

Klauder and Beerman, 4 among others,

pointed out that the face is the predomi-

nating site of circumscribed precancerous

melanosis. They expressed the opinion

that a more guarded prognosis must be

made when the malignant melanoma
arises within a circumscribed precancer-

ous melanosis that is situated at some site

other than the face. This parallels the ob-

servation by Lund and Ihnen 5 that in their

series of malignant melanomas, the lesions

arising on the skin of the head and neck

were associated with higher survival rates

than those originating on the trunk and

lower extremities.

The fact that five of our eight patients

survived over five years, and none of the

survivors has experienced recurrence

agrees with the observations of others that

superficial malignant melanomas have a

better prognosis than the more deeply in-

filtrative melanomas. This survival rate is

considerably higher than the overall 5

year survival rate of 29.7 percent reported

for 135 cases of malignant melanoma from

this institution. 3

We have found it difficult in some
cases to determine whether the malignant

melanomas arose in a junction nevus or a
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lentigo maligna (melanosis circumscripta

precancerosa), as some histologic charac-

teristics of each may be found in the same

lesion (Fig 1). Nevertheless, we feel that

the pathologist should attempt to identify

the precursor lesion by examination of the

skin at the periphery of the lesion, and a

description of the precursor lesion should

be included in the pathology report if it

can be ascertained microscopically.

Although most cases of superficial ma-

lignant melanoma have a good prognosis

after treatment, the pathologist and the

attending physician should keep in mind
the potential aggressive behavior of this

lesion, as evidenced by our three patients

who died with metastatic melanoma, es-

pecially if the primary lesion occurs on a

lower extremity. We feel that wide reex-

cision of the site of the primary lesion

with a generous margin of surrounding

tissue should be attempted, even if this

necessitates application of a skin graft to

cover the defect remaining after excision.

When feasible, en bloc dissection of lymph
nodes draining the area seems indicated.

•
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The Use of Cordran Tape in Skin Diseases

• The authors report on a new form of occlusive therapy. They feel

Cordran® Tape has a definite place in dermatology.

JOE C. TILLEY, MD
THOMAS W. GRAVES, MD

Baton Rouge

17 OR some time, occlusive therapy—the
A use of steroid under a plastic or oc-

clusive film—has been used in the treat-

ment of skin diseases. Since this form of

therapy was useful, but cumbersome in

application and difficult to retain on the

surface, a more desirable form of therapy

was postulated. This came into being with

the manufacture of Cordran® Tape. This

is a clear tape with the steroid impreg-

nated in the adhesive. This makes the

product both clinically and cosmetically

desirable. Ease of application is one of its

merits.

Clinical Study Undertaken

With the aforementioned ideas, a clini-

cal study was undertaken to evaluate

Cordran Tape. Double blind studies were
not attempted, but some comparison

studies were performed. A total of 37

patients is reported in this study. Ages
ranged from 2 to 54 years. Treatment time

was 15 days to 4 months (120 days). Sex
distribution was about equal.

Largest Group Had Psoriasis

The largest group had a diagnosis of

psoriasis. There was an equal number of

men and women. Locations of lesions are

shown in Table 1. From the location one

can see that these were amenable to thera-

py. Complications of the therapy are

shown in Table 2 and results in Table 3.

Dr. Tilley is assistant clinical professor—derma-
tology, LSU School of Medicine; and Dr. Graves
is clinical instructor, LSU School of Medicine, New
Orleans.

Cordran Tape was supplied by Eli Lilly and
Company.

From Table 3, it is seen that Cordran
Tape has much to offer in psoriasis. Le-

sions on the hands seem to respond best to

this type of therapy. Good results are ob-

tained from treatment of the nails. This

form of occlusive therapy is not a panacea

for treatment in psoriasis.

TABLE I

LOCATION OF PSORIATIC LESIONS

General 4

Nails 4

Elbows and Knees 3

Ankles 2

Neck 1

Legs 2

Hands 2

TOTAL 18

TABLE 2

PSORIATICS

Complications with Cordran Tape Therapy

*Infection 2

Folliculitis 1

Tape Irritation 1

* In one patient the infection was treated with

penicillin and then tape was
complications.

restarted without

TABLE 3

PSORIASIS

Results of Treatment with Cordran Tape

Excellent 9

Good 5

Poor 4

TOTAL 18
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TABLE 4

OTHER DISEASES TREATED WITH CORDRAN TAPE

Number
Patients Excellent Good Poor

Contact dermatitis 2 1 1

Granuloma annulare 9 7 2

Lichen simplex chronicus 2 2

Dyshidrosis 1 Lost to follow-up

Solar dermatitis of nose* 1 1

Nail dystrophy 1 1

Alopecia areata (beard area) 1 1

Keloid (not recommended here) 1 1

Follicular keratosis (lichen spinulosus) 2 1 1

Discoid lupus 1 1

* NOTE: The tape also added a protective element.

Other Diseases

Other diseases which were treated are

listed in Table 4 with the results. The

average duration of treatment in these

patients was 45 days. A surprising result

was obtained in granuloma annulare. A
patient with discoid lupus of the face

found that she could apply the tape and

then apply her makeup achieving a sur-

prising cosmetic result.

Summary

Cordran Tape is a new form of occlu-

sive therapy added to the dermatological

armamentarium. Although it is not a

panacea for skin disease, the tape certain-

ly has a place in dermatology.
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Importance of the First Heart Sound
in Cardiac Diagnosis*

• The author briefly reviews the physiological forces responsible for

the first heart sound and calls attention to some of the implications

of changes in its character, timing and intensity.

HE complicated procedures that are
-* currently available for the diagnosis

of cardiac abnormalities sometimes ob-

scure the importance of the simpler clini-

cal tools. The cardiologist of a century ago

relied on his stethoscope and frequently

based his diagnosis largely on the meticu-

lous use of this instrument. Today the

electrocardiogram, the x-ray examination

* Re-published with permission from the May,

1969 issue of the Ohio State Medical Journal.

Dr. Little, Columbus, is Professor and Chair-

man, Department of Physiology, and Assistant

Professor of Medicine, The Ohio State University

College of Medicine.

Supported in part by a grant from the Lucas

County Branch, Northwestern Ohio Heart Associ-

ation. Submitted December 5, 1968.

ROBERT C. LITTLE, MD
Columbus, Ohio

and, in some cases, the catheterization lab-

oratory and other sophisticated procedures

are important parts of a cardiac examina-

tion; however, much useful information

can still be obtained from careful ausculta-

tion of the heart.

The cardiac sounds undergo character-

istic alterations in disease states and atten-

tion to them can yield helpful diagnostic

information. The importance of careful

scrutiny of the second heart sound has re-

cently been emphasized. 1
It is my purpose

here to briefly review the physiological

forces responsible for the first heart sound

and to call attention to some of the impli-

cations of changes in its character, timing,

and intensity. These clinical features are

summarized in Table 1.

TABLE I

The First Heart Sound in Disease States

Splitting

No Split Close Split Wide Split

Normal finding. Normal finding. R. B. B. B.

(may occur in Atrial septal

mitral stenosis defect with

and L. B. B. B.) right ventric-

ular failure.

(may occur in

tricuspid stenosis)

Intensity

Loud and

Soft Variable Loud Snapping

1° AV block. 3° AV block. P. V. C. Mitral

Primary Atrial fibrillation. Fever. stenosis.

myocardial Excitement.

disease. Thyrotoxicosis.

L. B. B. B. Atrial septal defect.

Systemic

hypertension.

Tricuspid stenosis.
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Cause of the First Sound

The first heart sound can usually be

divided into three components. These sub-

divisions are identified on the phonocar-

diogram shown in Figure 1. The first

Fig 1. Phonocardiogram taken from the fourth

intercostal space to the left of the sternum labeled

to show the three phases of the first sound:

(1) initial muscular components, (2) valvular com-

ponent, and (3) ejection component. Lead II of the

ECG is included.

component is made up of a few low fre-

quency vibrations which are usually at or

near the limit of audibility. These sounds

are thought to be primarily muscular in

origin and to result from vibrations gener-

ated within the myocardium by the begin-

ning of cardiac contraction. The second

component is much louder and is associ-

ated with the events that cause the closure

of the mitral and tricuspid valves. This is

the part of the first heart sound that is

usually perceived clinically. It will be dis-

cussed in more detail below. The terminal

or third portion consists of a series of low

intensity vibrations which are associated

with the opening of the aortic and pul-

monary valves and the beginning of ven-

tricular ejection. Normally these vibra-

tions are near the limit of audibility;

however, this part of the first sound may
become accentuated in the presence of a

dilated pulmonary artery or aorta and

become quite loud. When this occurs, the

terminal component of the first heai*d

sound may be heard as a separate sound

and is called an ejection sound.

The explanation for the second or val-

vular part of the first heart sound remains

somewhat speculative. It appears clear,

however, that the mechanism of closure of

the atrioventricular valves is important in

the genesis of this component. Under nor-

mal conditions, the forces produced by

atrial contraction operate to swing the

mitral and tricuspid leaflets toward closure

during the immediate presystolic interval

before the onset of ventricular contrac-

tion. 2 This occurs because the small in-

crease in ventricular pressure that results

from atrial contraction is sufficient to

slow and sometimes reverse the flow of

blood into the ventricle during atrial re-

laxation. This causes the open valve cusps

to move toward the atrioventricular ring.

This mechanism is shown diagrammati-

cally in sections A and B of Figure 2. Final

A B
ATRIUM CONTRACTING ATRIUM RELAXING

Fig 2. Diagrammatic representation of the ef-

fect of atrial contraction, (A) atrial relaxation,

(B) and ventricular contraction, (C) on closure

of the atrioventricular valves. See text for fur-

ther discussion.

closure of the valve cusps is produced by

the sudden increase in ventricular pres-

sure produced at the onset of ventricular

contraction and the tendency of blood to

flow back through the open valve into the

atria. Because of the presystolic position-

ing of the valves, the amount of regurgita-

tion with closure is quite small. This

procedure is illustrated in section C of

Figure 2.

The mechanism of valve closure just de-

scribed is important to our understanding

of the first heart sound because when the

valves snap shut there is a sudden deceler-

192 J. Louisiana State M. Soc.



CARDIAC DIAGNOSIS—LITTLE

ation of the column of blood that is at-

tempting to regurgitate back into the atria.

This apparently liberates forces that set

the valve cusps, the chorda tendineae and

other tissues of the heart into vibration.

These vibrations, along with those pro-

duced by the actual closing of the valve

itself, summate to cause the loud, valvular

portion of the first sound. These vibra-

tions are quickly damped and as a result

usually are present for about 0.03 to 0.04

seconds. 2

Splitting of the Sound

Under normal conditions, contraction of

the left ventricle may slightly precede

that of the right ventricle. In addition, the

vigorous left ventricular contraction

causes the pressure rise within that ven-

tricle to be more abrupt than it is on the

right side of the heart. As a result, clo-

sure of the mitral valve frequently occurs

slightly before closure of the tricuspid

valve. This causes the major (valvular)

part of the first heart sound to become
separated or split. This type of splitting

normally does not exceed 0.03 to 0.04 sec-

onds; however, this is usually sufficient to

be detected clinically. An example of this

type of splitting of the first sound is shown
in Figure 3. A close split of this type is

Fig 3. Apex phonocardiogram showing normal
splitting of the first sound. Mitral (M) and tricus-

pid (T) components of the first sound are labeled.

usually considered a normal auscultatory

finding and has no particular clinical sig-

nificance.

If the split is very close, it is sometimes
difficult to separate the two valvular com-
ponents of the first sound. The mitral

component is loudest at the apex of the

heart and the softer tricuspid sound is

heard best in the fourth interspace to the

left of the sternum. For this reason, split-

ting can usually be determined clinically

by listening in this latter location. Split-

ting of the first sound is not normally af-

fected by respiration or change in position

of the patient. This fact can be helpful in

distinguishing a loud atrial sound and a

single first sound from a split first sound.

Right atrial sounds are often reduced in

intensity during expiration and left atrial

sounds tend to be reduced when the pa-

tient stands. Unless one listens carefully,

a widely split first heart sound may some-

times be confused with a presystolic mur-
mur. An ejection sound and a single first

sound can also be confused with a split

first sound. Ejection sounds can be recog-

nized by being louder over the base of the

heart where the first sound is soft. Pul-

monic ejection sounds also tend to be

reduced in intensity during inspiration.

Wide splitting of the first heart sound

occurs frequently in complete right bundle

branch block. In this condition, activation

of the right ventricle is delayed due to the

interruption of the conduction pathways.

As a result, closure of the tricuspid valve

occurs later than normal and produces the

wide split. With incomplete right bundle

branch block, splitting of the first sound

usually does not occur. In complete left

bundle branch block, the first heart sound

is rarely, if ever, split and usually is per-

ceived as a soft, slightly delayed sound.

This is thought to result from a slower

than normal rise in left ventricular pres-

sure. The second heart sound in this con-

dition characteristically shows a reverse

or paradoxical split that closes with in-

spiration. A second condition that some-

times produces a widely split first sound

is an atrial septal defect. When this type

of splitting occurs, the tricuspid compo-

nent is frequently accentuated. A split of

this kind is particularly apt to occur if
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some degree of right ventricular failure

has occurred. In this circumstance the

delay in tricuspid closure results from the

increased volume load on the right ven-

tricle and the increase in the ejection time
from that side of the heart. The first heart

sound in isolated tricuspid stenosis is usu-

ally accentuated due to an increase in the

intensity of the tricuspid component. This

part of the sound may also be delayed
slightly due to an elevation in right atrial

pressure so that the first heart sound may
appear to be split. 3

Intensity of the First Sound

The intensity of the first heart sound is

related to the vigor of ventricular contrac-

tion and the mechanism of closure of the

atrioventricular valves. If the normal po-

sitioning of the valve cusps does not occur

prior to ventricular contraction, the valves

will close from a wide open position with
the onset of systole, and a loud first sound
will result. This type of closure is similar

to the slamming of an open door by the

wind and is accompanied by an appreci-

able flow of blood back into the atrium.

This mechanism offers an explanation for

the loud first sound that occurs in ventric-

ular premature beats and in such high

output states as fever, excitement, thyro-

toxicosis, and left-to-right intracardiac

shunts. In these latter conditions, appreci-

able ventricular filling continues through-

out diastole, and the atrioventricular valve

cusps are held in the open position and are

not moved toward closure after atrial

systole. The increase in ventricular con-

traction force associated with these condi-

tions also contributes to the loud first

sound. 2

The normal presystolic positioning of

the atrioventricular valves requires that

the interval between atrial and ventricular

contraction be of sufficient duration to

permit optimal movement of the valve

cusps. If this interval is too short there

will not be sufficient time for positioning

to occur. If the interval is too long, the

valves will tend to reopen under the influ-

ence of normal venous return. In either

case, the valves will close from the open
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Fig 4. Plot of the relative intensity of the first

heart sound taken from phonocardiograms of two
patients with complete atrioventricular block and
varying P-R intervals.

position and a loud first heart sound will

result. 4 This mechanism is illustrated in

Figure 4 where the intensity of the first

sound recorded from two patients with
varying degree of block of the atrioven-

trical node is plotted against the corre-

sponding P-R interval from the electro-

cardiogram. The first sound is clearly

loudest in these patients when the P-R
interval is less than 0.16 seconds or more
than 0.64 seconds.

The marked decrease in the intensity of

the first heart sound as the P-R interval

increases from 0.14 seconds to 0.24 seconds

in Figure 4 illustrates a clinical method
for evaluating a delayed atrioventricular

conduction. This can be helpful, for exam-
ple, in acute rheumatic myocarditis where
first degree block often occurs. A soft first

heart sound in this condition would sug-

gest that atrioventricular conduction was
prolonged. On the other hand, a normal

conduction time is probably present if the

first sound is sharp and louder at the apex

than the second sound. 5 This explanation

also underlies the beat-to-beat variation in

the intensity of the first heart sound found

in patients with complete atrioventricular

block. In this case, the intensity varies

according to the interval between the pre-

ceding atrial systole and ventricular con-

traction. A slow heart rate due to a sinus

bradycardia or a constant degree of atrio-

ventricular block will not show this varia-
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tion because the P-R interval is constant

in these conditions. This can be a valuable

diagnostic tool. 6

In atrial fibrillation a mechanism simi-

lar to that just described for atrioventric-

ular block also appears to operate. In this

condition atrial contraction is abolished

and, therefore, cannot act to preposition

the valve cusps prior to ventricular con-

traction. As a result, they are free to float

open or toward closure according to the

flow of blood from the atria into the ven-

tricle. Major ventricular filling occurs

early in diastole when the blood that has

been held in the atrium behind the closed

atrioventricular valves during systole

rushes into the ventricle. Late in diastole

ventricular filling is reduced to the level

of venous return. The outcome is a beat-

to-beat variation in the position of the

valve cusps at the beginning of systole

according to the duration of the previous

diastole. This produces a variation in the

intensity of the first sound similar to that

obtained with complete atrioventricular

block. This abnormality, however, usually

can be distinguished clinically from atrio-

ventricular block by the irregularity of

the radial pulse.

In mitral stenosis the first heart sound is

characteristically loud and snapping in

quality. This frequently is the earliest

auscultatory feature of the disease and

sometimes can be identified before the

usual diastolic rumble is clearly apparent.

This change in the intensity and character

of the first sound results from the obstruc-

tion to blood flow through the mitral

valve. This acts to reduce the major flow

through the valve orifice that occurs early

in diastole and to cause appreciable filling

of the ventricle to continue until the onset

of systole. As a result the mitral valve is

held open until the onset of ventricular

contraction and closes with a loud sound.

In addition, the elevation in left atrial

pressure that follows mitral valve obstruc-

tion tends to delay closure of that valve.

The result is a tendency for the mitral

component of the first heart sound to be

delayed. This sound then fuses with the

tricuspid component and the two together

appear as a single sound with a loud snap-

ping quality.

Conclusion

The clinical art of auscultation requires

practice, patience, and an understanding

of the physiological mechanisms for the

acoustic phenomena of the heart. In this

paper the first cardiac sound has been

singled out for review and the effect of

various clinical conditions on its timing,

intensity, and pitch have been summa-
rized. It is our hope that this discussion

will be helpful in the bedside diagnosis of

cardiac problems and will make the aus-

cultatory finding more meaningful.
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Arteriographic Diagnosis of

Neurovascular Compression Syndromes

ERICH K. LANG, MD
Shreveport

\ 34-year-old white woman was admit-

ted for reevaluation of pain and
numbness affecting the left upper ex-

tremity including the left hand.

The patient had complained of increas-

ing symptomatology of numbness, tingling

and pain in the upper extremities over the

past two years. Various diagnostic exam-
inations, including cervical myelography
and electromyograms had failed to estab-

lish the diagnosis of any offending lesion.

Retrograde axillary arteriograms had

been carried out one and one-half years

earlier and were then interpreted as nega-

tive.

The most pertinent feature of the pa-

tient’s clinical history was aggravation of

symptoms in the late afternoon and

marked aggravation of symptoms if and

when she was forced to perform manual
duties with her left arm elevated above

the horizontal level.

Physical examination in Allen’s ma-
neuver revealed dampening of the pulse,

a significant drop of the blood pressure,

and plethysmographic changes.

An antegrade arteriogram utilizing a

transfemoral approach was carried out,

and several injections were recorded in

neutral position, under a modified Adson’s

maneuver and in a position modifying the

Allen’s maneuver by turning the head

toward the side of examination.

The arteriographic phase roentgenogram

demonstrated in all positions a compres-

sion of the subclavian artery at the point

of exit from the scalene tunnel and a sec-

ond compression affecting the axillary

artery at the point where the pectoralis .

Doctor Lang is professor and chairman, Depart-

ment of Radiology, Louisiana State University

School of Medicine in Shreveport, Shreveport, Lou-

isiana.

minor tendon crosses this structure. The
latter segment was followed by an area

of definite poststenotic dilatation attesting

to the hemodynamic significance of the

lesion.

On basis of the arteriographic demon-
stration, a scalenus anticus syndrome and
a pectoralis minor syndrome were diag-

nosed, and corrective surgical measures
consisting of resection of the first anterior

rib, scalenotomy and severance of the

pectoralis minor tendon were carried out.

Following this procedure, the patient had
an uneventful recovery and nine months
later showed no evidence of recurrent

symptomatology. Provocative tests at

this time likewise failed to produce fur-

ther symptomatology.

Discussion

Antegrade subclavian arteriography

via the transfemoral route is considered of

paramount importance for accurate pre-

operative diagnosis of neurovascular

compression syndromes. The frequent oc-

currence of multiple lesions necessitates

preoperative identification for optimal se-

lection of the surgical technique used to

alleviate the clinical symptoms. Many
surgical techniques have fallen into dis-

repute because they have been improperly

deployed or have corrected only one ex-

isting defect while symptoms persisted be-

cause of the presence of concomitant le-

sions. Since the advent of arteriography

for the diagnosis of neurovascular com-

pression syndromes, a more accurate pre-

operative diagnosis has been ascertained,

and the “cure rate” has risen from a mere

40 percent to nearly 80 percent of patients

who were subjected to corrective surgi-

cal measures.

The importance of antegrade arterio-

graphic demonstration is emphasized. Ret-
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rograde transaxillary arteriography with

introduction of the catheter into the axil-

lary artery may fail to demonstrate the

lesion because of splinting of the sub-

clavian and axillary artery by the catheter

advanced in retrograde fashion. Moreover,

spasm of the artery secondary to the prox-

imity of the puncture site may introduce

undesirable artifacts further complicating

interpretation.

An antegrade left subclavian arteriogram

recorded with the injection performed in Allen’s

position demonstrates an oblique compression
effect of the subclavian artery at its point of

exit from the scalenus anticus tunnel and pres-

sure against the axillary artery from superior by

the pectoralis minor tendon. Note the poststenotic

dilatation distal to each segment showing com-

pression attesting to the hemodynamic significance

of the lesions.
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Meeting of the House of Delegates of the

Louisiana State Medical Society

The House of Delegates of the Louisiana

State Medical Society met in New Or-

leans in the Jung Hotel on May 4 and 6,

1969 for the 89th Annual Meeting. The ar-

rangements had been carefully made, and

as a result the business of the society was
carried forward with dispatch and to the

satisfaction of all concerned.

The deliberations of the House covered

many items, all important, and have a di-

rect bearing on the affairs of the society

and its stabilizing influence in matters of

health. Items considered were those pub-

lished in the abstracted minutes and re-

ports of the society and 11 resolutions pre-

sented by local societies and by individuals

who are members of the House. The item

which provoked the most interest and con-

sideration was the matter of dues. After

reviewing the routine expenses of the op-

erations of the society and the projected

demands on its resources, it was voted

that the dues should be $85 a year. This

will allow the management to operate

within the budget and allow for limited

unexpected contingencies. It was re-

marked that the budget was small as com-
pared to the responsibilities but the figures

are large on account of the inflation which
is now snowballing. It was found that,

when studied alongside the fiscal arrange-

ments of other states similar to ours, our

budget is only moderate.

Considerable attention was focused on

the matter of immunization against teta-

nus with tetanus toxid alum precipitated.

There was a liberal exchange of views in

this matter and recommendations offered

and accepted by the House are similar, in

the main, to those contained in the April

(1969) editorial in this Journal. 1

1. The Proper Use of Tetanus Toxoid, editorial

J Louisiana Med Soc 121:143-145 (Apr) 1969.
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The resolution presented by the Calca-

sieu Society calling on the House to spon-

sor a resolution before the AMA House of

Delegates, on solicitation and commercial

advertising of a medical specialty by lay

corporations in AMA publications, was
passed and will be presented to the AMA
House of Delegates. The views expressed

in the resolution were that acceptance of

such advertising by the publications of the

AMA would encourage the practice of

medicine by lay corporations, promote so-

licitation, and would act in violation of all

codes of medical ethics. Such laxity, it was
felt, would spread to other fields of medi-

cine and would tend to lower standards

of medical practice and patient care.

In selection of officers for the coming
year, the House again did credit to itself

and to the profession in choosing outstand-

ing physicians. The new president is J. Y.

Garber, MD, of Lake Charles, who has

served with credit and experience

throughout the field of organized medi-

cine in the state. He is a pediatrician with

all the necessary contacts of a mature
physician. He has worked on many teams

in his local society, has been the councilor

of the Seventh District, and has been a

member of the Executive Committee of

the society for many years. He brings to

the presidency competence, energy, and a

breadth of view which will be most valu-

able.

The president-elect is W. Charles Miller,

MD, of New Orleans, a prominent surgeon,

past president of the Orleans Parish Medi-

cal Society, and a member of the Execu-

tive Committee in various capacities over

an extended period. His most recent office

before the present one was first vice-presi-

dent.

The position of first vice-president is

now held by Edward M. Harrell, MD, of

Lafayette, who was general chairman of

the highly successful meeting of the state

society in Lafayette four years ago and a

member of the Executive Committee for

some time. Dr. Harrell continues to con-

tribute from the depth of his experience

and long service in organized medicine to

the benefit of the Executive Committee.
The second vice-president is J. W. Wil-

son. Jr., MD, of Shreveport, who was the

highly efficient and effective general chair-

man of the state society’s meeting in

Shreveport last year. Dr. Wilson’s contri-

bution to the deliberations of the Execu-
tive Committee will continue to be most
valuable.

The third vice-president is Dan Hayes,
MD, of New Orleans, who was the general

chairman for the recent meeting of the

society and whose arrangements, attention

to detail, and decision in timing added so

much to its effectiveness.

The other officers and councilors remain
the same, much to the credit of those who
were so chosen and to the benefit of the

membership.

The Council on Legislation has an addi-

tional member who is our distinguished

immediate past president, F. P. Bordelon,

MD. of Marksville. Dr. Bordelon took up
the duties of president shortly after the

lamented death of our esteemed friend

and president, Nick Chetta. Dr. Bordelon

put energy, experience, and cheerfulness

into his position, and as he had done when
serving in other capacities was a highly

effective and valued spokesman for the

society during his 11 months of office. He
leaves the presidency with the thanks,

appreciation, and goodwill of the entire

membership. It is a comforting thought to

know that his talents will continue to be

available to the service of organized medi-

cine as a member of the Council on Legis-

lature.

The processes by which democracy ex-

presses itself in action could not be more
justifiably and properly demonstrated than

those which were exhibited by the actions

of the House of Delegates in the recent

meeting of the Louisiana State Medical

Society.
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the
understanding and fortification of our Society.

An informed profession should be a wise one•

REPORT OF COMMITTEE ON RESOLUTIONS
1969 ANNUAL MEETING

NEW ORLEANS, LOUISIANA
MAY 6, 1969

The 1969 Annual Meeting of the Louisiana State

Medical Society has been an outstanding meeting

in many respects which, it is felt, is due to the

efforts of many individuals.

The local Committees on Arrangements, and

all members of the Host Society, have put forth

a tremendous effort to make the meeting most

interesting, instructive and entertaining and it is

felt that the results speak for themselves.

Personnel of the Jung Hotel including Wm.
B. Brown, Convention Coordinator, Mr. Raymond
F. Nodier, Food and Beverage Manager, and Mrs.

Corrine Prejean, Reservation Manager, and Mr.

Leroy Bultman of the freight office, who were

most cooperative in every respect and the facili-

ties furnished were most adequate.

The out-of-state guests on the Scientific Pro-

gram: Drs. John M. Dietschy and Milton V. Davis,

both of Dallas, Texas; Rene G. Favaloro, Cleve-

land, Ohio; J. Harold Harrison, Atlanta, Georgia;

George L. Jordan of Houston, Texas; William B.

Kannel of Framingham, Massachusetts; Kenneth
P. Mathews of Ann Arbor, Michigan; and Clark

H. Millikan of Rochester, Minnesota, presented

subjects in an outstanding manner and added

much to the scientific program.

Speaker for the LAMPAC luncheon, Honorable

Edwin W. Edwards for his excellent presentation.

In addition to the above, thanks are specifically

extended to the following:

Mrs. John M. Chenault, President-elect AMA
Auxiliary

Mrs. Virgil Ray Forester, President SMA
Auxiliary

Newspapers in the local area as well as through-

out the State and Radio and TV Stations for

publicity in connection with the meeting.

Scientific and Technical Exhibitors who contrib-

uted many interesting and instructive exhibits.

Louisiana State Board of Medical Examiners
for a most enlightening report to the House of

Delegates.

The Past Presidents Advisory Council for con-

tinued active interest in the organization evi-

denced by the report submitted by this group.

Mr. Percy J. Landry, Legislative Consultant, and

Mr. Henry B. Alsobrook, Legal Counsel, for report

concerning matters of extreme interest to the

profession.

Dr. F. P. Bordelon, Jr., President of the Society,

and all members of the Executive Committee not

only for their active participation in this meeting
but for the untiring service rendered throughout

the past year.

Dr. H. H. Hardy, Jr., for expeditious handling

of all matters in connection with the ever growing
business of the House of Delegates.

Dr. H. Ashton Thomas, Secretary-Treasurer, and
his complete staff for their invaluable service at

all times.

A Community Service Award was presented to

Dr. James R. Strain by the A. H. Robins Com-
pany, Inc.

Through the generosity of members of the Lou-

isiana State Medical Society and members of the

Auxiliary, checks from AMA-ERF were presented

to the three medical schools in Louisiana and
appreciation is expressed to those making contri-

butions to this Fund.

Recommendations

1. Copy of report be sent to each person and
group mentioned.

2. Report be published in Journal of Louisiana

State Medical Society.

Respectfully submitted,

Charles Boustany, M.D.

J. A. Michaud, M.D.

Boyd M. Woodard, M.D.

Percy H. LeBlanc, M.D., Chairman

HOUSE OF DELEGATES
New Orleans

May 4-6, 1969

ABSTRACTED MINUTES
Minutes

Minutes of House of Delegates meeting May 1-3,

1968 and November 24, 1968, adopted as printed.

Minutes of Executive Committee meetings since

1968 Annual Meeting adopted as printed.

Special Order

Invocation—Dr. Charles L. Black.

Greetings—Dr. L. S. Charbonnet, Jr., President,

Orleans Parish Medical Society.

Newly elected delegates recognized.

Mr. Gary R. Epler, delegate from SAMA, rec-

ognized.

Roll of deceased members read; minute of

silence in memory.
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Remarks by Chairman of House of Delegates.

Recognition of Mr. Dave Powers and Mr. Leon
Swatzel of AMA staff.

Announcement that Dr. Gordon Peek has been

elected to AMPAC Board.

Discussion of Immunization by Dr. Rodney
Jung, City Board of Health.

Talk by Mr. Charles R. Gage, Executive Direc-

tor, Louisiana Hospital Association.

Introduction of Mr. A. M. Edwards, Director of

Socio-Economics Division.

Presentation of AMA-ERF checks to Deans of

Tulane University School of Medicine, Louisiana

State University School of Medicine—New Or-

leans and Louisiana State University School of

Medicine—Shreveport.

Presentation of Community Service Award to

Dr. J. R. Strain.

Greetings from President and President-elect of

Louisiana Auxiliary and President-elect of AMA
Auxiliary.

Drawing of cards signed by technical exhibi-

tors

—

TV won by Dr. E. C. St. Martin, Shreveport,

and radio won by Dr. Gordon Peek, Baton Rouge.

Commendation expressed to the Chairman of

the House, the Executive Committee, Secretary-

Treasurer and his staff for excellent format for

the entire 1969 Annual Meeting.

Slide presentation of organizational charts and

congressional districts.

Reports without Recommendations

Following reports accepted as printed: Secre-

tary-Treasurer, Council, Councilors of First,

Second, Third, Fourth, Fifth, Sixth, Seventh and

Eighth Districts; Committees: Alcoholism, AMA
Education and Research Foundation, Arrange-

ments—1969 Annual Meeting, Athletic Programs,

Automotive Safety, Blood Banks, Budget & Fi-

nance, Charter, Constitution and By-Laws, Child

Health, Congressional Matters, Diabetes, Federal

Medical Services, Government Pediatric and

Adolescent Programs, Health Care Costs, Histor-

ian, Industrial Health, Insurance, Liaison with

Louisiana State Bar Association, Liaison with

Louisiana State Hospital Board, Liaison with Lou-

isiana State Nurses Association, Liaison with

Medical Schools, Liaison with Organized Special-

ties, Louisiana State Medical Society Form Pro-

gram, Maternal Welfare, Mediation, Medical De-

fense, Medical Education, Medicine and Religion,

Neuropsychiatric Services in Charity Hospitals,

Public Health of the State of Louisiana, Public

Policy and Legislation, Regional Medical Pro-

grams, School Health, Scientific Work, State

Hospital Policies and Medical Indigency and Wo-
man’s Auxiliary (Advisory Committee); Council

on Medical Service and Public Relations, Council

on Socio-Economics.

Other reports containing no recommendations:
Executive Committee, AMA Delegates, Legislative

Consultant, Legal Counsel, Louisiana State Board
of Medical Examiners.

Reports with Recommendations
(amended recommendations worded as adopted)

Past Presidents Advisory Council: 1. Recom-
mendation from Budget and Finance Committee
that—Executive Committee meet with Budget and
Finance Committee to try to produce guidelines

for some tangible reinbursement of travel policies

for members traveling for the LSMS—adopted.

2. Recommended that—the dues be established at

$100.00* per annum rather than $75.00 plus the

$5.00 assessment in order to finance the new
Division of Socio-Economics—adopted as amended;
(action rescinded and dues increased to $85.00).

3a. Approval of Resolution #210 but added that

—fixing fees by H.E.W. does not conform with

concept of the law and established customs—no

action due to previous action. 3b. Resolved that

the LSMS make proper inquiry as to the authority

upon which H.E.W. made this fee-freezing ruling

—no action due to previous action. 4. Recom-
mendation that a resolution of commendation
and encouragement be offered Drs. M. D. Paine

and Merrill O. Hines for their outstanding work
in behalf of the medical profession despite op-

position from forces within and without medical

circles—adopted. 5. Committee reviewed recent

actions taken by the House of Delegates referable

to Domicile Committee and recommends that the

House of Delegates reconsider building a domicile

at present because the emergency has lessened

and the authority previously given to the Domi-
cile Committee to negotiate for building be with-

drawn—previously adopted (action on Domicile

Committee report). 6a. Question of LSMS to act

as co-sponsor with the Louisiana Hospital Asso-

ciation in a program to study health care costs

as a continuation of a program in 1968 in Dallas,

Texas. It was agreed that—the LSMS co-sponsor

a meeting to study health care costs with the

Louisiana Hospital Association and organized

health planning councils—adopted. 6b. It was
i

further recommended that the question of co-

sponsoring a conference be referred to the Socio-

Economic Council for implementation—adopted.

7a. It is recommended that the procedure for

medical defense in the former Constitution and

By-Laws (page 30) be favored over the new pro-

cedures as found on page 36 in the newly adopted

Constitution and By-Laws because of simplicity

and minimal delay in accomplishing same—refer-

red to Committee on Constitution and By-Laws.

7b. That this procedure be referred to Committee
on Revision of Charter, Constitution and By-Laws
—referred to Committee on Constitution and By-

Laws. 8a. Committee felt that controversy exists

between committees approved in By-Laws and
that which seems obviously necessary—referred

to Committee on Constitution and By-Laws. 8b.

Recommends that consideration be given to main-

* Original recommendation $80.00
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taining committees on maternal welfare, alcohol-

ism, athletic programs, diabetes, disaster medical

care and LOSL—referred to Committee on Con-

stitution and By-Laws. 9. The LSMS reaffirm its

position on a single standard of medical educa-

tion and licensure in order to assure quality

health care for those in need (relative to clinics)

—

adopted as amended.

President: The LSMS re-affirm its position

for the need for orderly and continuing improve-

ment in our health care system under the leader-

ship of physicians—adopted. 2. The LSMS urge

and encourage its component societies and mem-
bers to assume a role of leadership in Compre-

hensive Health Care Planning in their respective

areas—adopted. 3. The LSMS continually review

its Constitution and By-Laws so that any objec-

tionable features might be changed, and that this

review be conducted by the Committee on Revi-

sion of the Charter, Constitution and By-Laws

—

adopted. 4. The Insurance Committee study new
developments in the area of professional liability

insurance in view of skyrocketing premiums and

make appropriate recommendations to the mem-
bership concerning malpractice insurance—adopt-

ed. 5. The Society expand its efforts to establish

closer relationship and liaison with all providers

of health care—adopted. 6. Every member of the

Society contact his Representative and Senators

regarding the 23 chiropractic bills which have

been introduced in the 91st Congress—adopted.

7. The Society endorse and support the use of a

procedural code based on the AMA’s Current

Procedural Terminology Code to facilitate the

handling of paper work with insurance companies

and government agencies—adopted. 8. Strongly

endorse the principle of usual and customary

fees in dealing with all third parties, and not

support or recommend any program, private or

government, in conflict with this concept—adopted.

9. Encourage all members to join LAMPAC and

work diligently for progress in legislation, and

encourage each component society to include

LAMPAC dues in its annual billing—adopted as

amended. 10. The LSMS develop a program of

Continuing Medical Education second to none

utilizing the existing outstanding facilities in our

State—adopted. 11. Recommend to the AMA that

it reassume a position of leadership within the

JCAH in order to properly represent the interests

of physicians in hospitals—adopted.

Committee on Accreditation of Hospitals: 1.

The Louisiana State Medical Society continue to

defer the creation of its own Commission on

Accreditation of Hospitals for at least another

year—adopted. 2. The Louisiana State Medical

Society urges the AMA Commissioners to

the Joint Commission to continue efforts to im-

prove patient care by assuring physician member-
ship on hospital governing boards—adopted as

amended. 3. The Louisiana State Medical Society

maintain direct communication with the AMA

Commissioners during the final preparation of

this initial, and a supplementary, book of stan-

dards, so that the opinions of the membership
can be transmitted directly as well as by appro-

priate resolutions to the House of Delegates of

the AMA—adopted. 4. The Executive Committee

study complete report of this Committee and, if

they approve, provide a copy of the report and

recommendations to delegates from the Society to

the AMA for their future guidance—no action

due to previous action.

Committee on Aid to Indigent Members: 1.

House of Delegates confirm opinion of this Com-
mittee that the basic requirement for assistance

is need—adopted as amended.

Committee on Areawide Planning

:

1. The Socio-

Economic Council give this Committee all co-

operation in fulfilling objectives—adopted. 2. Hir-

ing of qualified person as Director—no action due

to previous action. 3. This person be available to

help councils at local level—no action due to

previous action. 4. Set up suitable facilities and

personnel—no action due to previous action. 5.

Sum of $40,000.00 be appropriated for continua-

tion of Division of Socio-Economics—referred to

Committee on Budget & Finance; approved in

November, 1968 for one year and approved for

additional year.

Committee on Cancer: 1. Members of the Society

aid in establishment of accredited cancer clinical

programs in hospitals with which they are affil-

iated and actively participate in such programs.

Qualification for accreditation involves having an

active cancer committee, a tumor registry and

regularly scheduled tumor conferences—adopted.

2. Members of the Society instruct their female

patients concerning breast self-examination and

encourage them to have cervical cytologic exam-

inations—adopted. 3. Members of the Society

encourage all their patients, even though asymp-

tomatic, to have thorough periodic health exam-

inations—adopted. 4. Members of the Society be

reminded of the regularly scheduled tumor con-

ferences which are now held at hospitals through-

out the State to which they are cordially invited

and which serve to bring attention to what is now
available for the diagnosis and treatment of

cancer—adopted. 5. The sum of $500.00 be bud-

geted for use by the Cancer Commission as may
be needed during 1969-70—referred to Committee

on Budget & Finance and recommendation to ap-

prove appropriation adopted.

Committee on Chronic Diseases: 1. The Louisi-

ana State Medical Society increase its interest in

this problem and assume active leadership in the

coordination of the many fine, but fragmented,

programs directed toward the betterment of per-

sons with a long-term disability so that assistance

may be more effectively rendered to these persons

to help them more easily and with dignity, as-

sume their proper role in their communities

—

adopted. 2. This Committee for 1969-70 be asked
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to establish, for Louisiana, priorities for the

evaluation of existing programs and work to-

ward the development of new programs to meet
the challenge of the pulmonary diseases, the

arthritides and trauma to prevent their effect

when possible, to lessen it when prevention has

failed and to assist the affected individual when
we have failed to do either of these—adopted.

Committee on Domicile: 1. The Committee on

Domicile be instructed to proceed with the plans

for adequate housing of the Louisiana State Med-
ical Society along the basis of the following guide-

lines given by action of the House of Delegates in

1968: a. The House of Delegates give the Execu-

tive Committee full power to obtain a building

site selected, by the Committee, and proceed

with construction of the building as rapidly as

possible, b. The House of Delegates continue the

Committee on Domicile as the planning body for

this project with full responsibility to implement
these plans, subject to approval by the Executive

Committee, c. The building site so obtained be

adequate for present and future needs, both to

office space and to parking facilities, d. The build-

ing be so constructed as to allow rental of

office space to paramedical groups, both profit

and non-profit, e. Such plans be accomplished

within the limits of reasonable cost to the So-

ciety. f. The obtaining of advisory personnel in

any capacity be the prerogative of the Committee

on Domicile, g. Any expense incurred in or by

this planning be covered by funds in the Domicile

Fund. h. Arrangements for further financing

either interim or long term be negotiated by the

Executive Committee at its discretion, i. The
House of Delegates be made aware of all prog-

ress by adequate reports on planning and fi-

nance. (The preceding guidelines were accepted

by majority vote of House of Delegates at An-
nual Session May, 1968)—disapproved (approval

of recommendation #5 in Past Presidents Re-

port).

Committee on Establishment of Hall of Fame
of Medicine in Louisiana: 1. Dr. J. Q. Graves be

approved for Hall of Fame of Medicine in Louisi-

ana—adopted.

Committee on Geriatrics: 1. The State Medical

Society reaffirm its position on majority of con-

sumers, 51% against providers 49% in Regional

Health Planning under the Comprehensive Health
Planning Act P.L. 89-749 in order to establish high

quality medical care and to control Health Plan-

ning in their respective parishes so that Federal

Control is obviated—action deferred because of

ambiguity. 2. The State Medical Society go on
record as opposing any freezing of doctors’ fees or

limitation of physician services to Medicare pa-

tients as proposed by former Secretary of HEW
in his directive of January, 1969. Oppose his stand

for fixing the Social Security Insurance at $4.00

instead of $4.40 as recommended by the Insur-

ance Actuaries—adopted as amended. 3. The

Home Health Services of the State Board of

Health be expanded in each Parish so that more

persons can be maintained at home—adopted. 4.

The State Board of Health and other allied

Health Agencies be requested to train and de-

velop more adequate ancillary and paramedical

services to maintain the aged and the aged sick in

their homes—adopted. 5. Promote more non-medi-

cal programs such as meals on wheels, foster

grandparents, entertainment, retirement counsel-

ing, etc. designed to enrich the lives of persons

over 65—adopted. 6. The Society advise Congress-

men and State Legislators as to requirements for

mandatory use of Generic Drugs as not being in

the best interest of the patients—adopted as

amended.

Committee on Hospitals: 1. Active, practicing

physicians seek places on governing bodies in

both proprietary and non-proprietary hospitals

—

adopted. 2. The State Society continue, through its

present committees, further exploration of the

idea of setting up accreditation agencies under

the direct guidance and sponsorship of the Louisi-

ana State Medical Society—adopted. 3. It is agreed

that lack of communication is one of the causes

of dissension between hospital administrations

and medical staffs, and it is therefore recom-

mended that this Committee be given authority

to co-sponsor with the Louisiana Hospital Asso-

ciation a meeting between administrators, lay

boards, and physicians to discuss mutual prob-

lems, and that this meeting be held once yearly

—

adopted as amended.

Committee on Immunisation: 1. Educational

program be encouraged directed at adults to

keep up on immunization; patients (apart from

pediatric patients) be aroused out of their in-

difference even if “almost scare techniques”

through the many mass media needs to be uti-

lized.—deleted. 2. The Louisiana State Medical So-

ciety urge the Health Department to reword

their instructions to their nursing staff which

would allow more latitude in having immunization

given except in the genuinely ill patient—deleted.

3. Physicians throughout the State be made aware

of the most recent authoritative techniques and

guidelines of immunization—-adopted as amended.

4. The Louisiana State Medical Society urge that

in those areas of the State where immunizations

are not being carried out, educational programs

be instituted for immunization of not only chil-

dren but adults as well—adopted as amended.

Committee on Journal: 1. Roster of the State

Society be published every two years—referred

to Executive Committee. 2. Dr. H. H. Hardy, Jr.

be re-elected as a member of the Journal Com-
mittee—adopted.

Committee on Liaison with Louisiana Hospital

Association and Louisiana State Nurses Associa-

tion: 1. The Committee on Liaison—Louisiana

State Medical Society, Louisiana Hospital Associa-

tion and Louisiana State Nurses Association be
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discontinued and in lieu thereof two separate

committees be formed, namely; a. Committee on

Liaison—Louisiana State Medical Society and the

Louisiana Hospital Association, and b. Committee

on Liaison—Louisiana State Medical Society,

Nurses and Paramedical Personnel—adopted.

Committee on Louisiana Organizations for State

Legislation: 1. The Committee be continued

—

adopted. 2. Mr. Percy J. Landry, Jr. be invited to

attend meetings of LOSL—adopted as amended.

Committee on Medical and Hospital Services in

re Insurance Contracts: 1. Adoption of resolution

contained in this report—no action due to adop-

tion of Resolution # 200 (as amended).

Committee on Medical Manpower: 1. Parish

medical societies be urged to take an active part

in the functions of the areawide health planning

organizations, specifically as related to those

councils being in a position to accurately deter-

mine the relative shortage of health professionals

in their respective areas—adopted. 2. Educational

institutions in Louisiana which offer pre-medical

curricula be encouraged to bring to the attention

of the students the existence of student loans for

medical students; for further information these

institutions should be encouraged to contact the

Bureau of Health Manpower, US Public Health

Service, US Dept, of HEW, 800 North Quincy St.,

Arlington, Virginia 22203—adopted. 3. Parish

medical societies be encouraged to initiate stu-

dent recruitment programs for Medicine at high

school level. Particular emphasis seems justified

in those areas related to the fact that well-moti-

vated students who have scholastic capability

should be encouraged to enter the medical field.

Though completion of medical education still re-

quires a significant commitment in time, the

fiscal problems incident to medical education are

adaptable to resolution by the individual medical

student when true need does exist—adopted.

Committee on Medical Testimony

:

1. Medico-

legal programs similar to those held by the State

Society in the past, be repeated—adopted. 2. Par-

ish Medical societies hold symposia for discus-

sion of medicolegal subjects—adopted.

Committee on Mental Health: 1. The Louisiana

State Medical Society urge the State Department
of Hospitals to restore full services to eligible

patients in the State Mental Hospitals and the

State Mental Health Clinics, including dispensing

of necessary medication—adopted. 2. The Louisi-

ana State Medical Society recommend to the

State Department of Hospitals that consideration

be given to establishment of a truly adequate fa-

cility for the treatment of disturbed children

—

adopted.

Committee on National Emergency Medical

Service: 1. It is recommended that all committees
dealing with community emergency medical care

be combined to prevent duplication of effort—no

action (deleted).

Committee on Resolutions: 1. Copy of report be

sent to each person and group mentioned—adopt-

ed. 2. Report be published in Journal of the

Louisiana State Medical Society—adopted.

Committee on Rural and Urban Health: 1.

Louisiana State Medical Society promote or par-

ticipate as sponsor in closed TV programs of in-

terest to the entire medical profession throughout

the State and arrangements be made with vari-

ous parish societies to hold their meetings simul-

taneously—referred to Executive Committee. 2.

The Louisiana State Medical Society make recom-

mendation regarding patterns of care now used

for referrals from rural and urban areas—no

action (tabled).

Committee on Scientific Sessions Attendance: 1.

Scientific sessions be shortened to one or two
days—no action (suggestion already in effect). 2.

Scientific sessions be scheduled so that there will

be no conflict with other meetings, such as the

House of Delegates or with recreational, social

or other activity—no action (suggestions already

in effect). 3. Continue emphasis on the format of

meetings recently adopted with panel discussions

and specific topics being covered—no action (sug-

gestion already in effect). 4. Increased use of

speakers or discussants nationally prominent in

various fields—no action (suggestion already in

effect).

Committee on State Government Health Ser-

vices: 1. The House of Delegates reconsider Reso-

lution #105 of 1967 and advise the Committee on

State Government Health Services how and to

what extent it should proceed in carrying out the

recommendations made from the PAR study

—

referred to Council on Socio-Economics. 2. The
Committee on State Government Health Services

be continued—adopted.

Committee on Tetanus: 1. The House of Dele-

gates give approval to a mass educational pro-

gram utilizing the services of the Committee on

Public Health, the Committee on Immunization,

and the Committee on Tetanus. This Tetanus

Control Program would proceed in a step-wise

fashion beginning with education of physicians,

public health workers, hospital administrators,

and medical officers of institutions, colleges,

schools, and industries regarding the current

knowledge and standards of practice regarding

tetanus immunization; subsequently the educa-

tional program would be directed to the public

—

adopted as amended in supplemental report. 2.

More red immunization cards be purchased at an

expense of several cents each, to distribute at

the time of the mass educational program. We
have no definite idea how many should be ordered,

but if more are obtained than are used, they can

be sold to various members of the Society for use

in their own private offices. The same card that

was approved by the House of Delegates in May
1967, with revisions, can be used—amended and

referred to Committee on Budget and Finance;

to report to Executive Committee.
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Resolutions Adopted

(Only “resolves” included)

#200

—

Pre-admission Testing (Introduced by

Committee on Medical and Hospital Services in

re Insurance Contracts)—BE IT THEREFORE
RESOLVED, that the Committee on Medical and

Hospital Services in re Insurance Contracts rec-

ommends exploration of the feasibility of a pilot

study in Louisiana, so modified as to include

pre-admission testing in licensed physicians’

offices or hospital departments at the choice of

the referring physician.

# 201—Health Manpower in Rural Areas (Intro-

duced by Committee on Rural and Urban Health)

—RESOLVED, that the Louisiana State Medical

Society urges local medical societies to give high

priority to programs directed toward realigning

the provisions of health care services in rural

areas, and be it further RESOLVED, that the

Louisiana State Medical Society initiate dialogue

by the governing board of the association with

medical schools, the various specialty and gener-

alist medical groups, and all other appropriate

organizations to the end of establishing positive

recruitment and motivation of physicians to pro-

vide medical care for rural people; and be it

further RESOLVED, that the Louisiana State

Medical Society encourage positive practical pro-

grams in the state to supplement those already

being conducted to study new methods and inno-

vations with respect to health care services for

rural areas; and be it further RESOLVED, that

the Louisiana State Medical Society provide sup-

port for the recommendations of the AMA House
of Delegates which call for the prompt start of

major efforts “to encourage the development of

new programs” to provide large numbers of

family physicians.

# 203—Solicitation and Commercial Advertising

of a Medical Specialty by Lay Corporations in

AMA Publications (Introduced by Calcasieu Par-

ish Medical Society)—THEREFORE BE IT RE-
SOLVED, by the Louisiana State Medical Society,

assembled in ordinary session, that this Society

d) reaffirms medicine’s traditional opposition to

the practice of medicine by lay corporations, and
to solicitation, and to commercial advertising of

the practice of medicine, and (2) requests the

Louisiana delegation to AMA to work toward
reversal of this Trustee policy at the July AMA
convention in New York City.

#205—Patient Care in Hospitals (Introduced by
William P. Bradburn HI, M.D.)—THEREFORE,
BE IT RESOLVED, that the House of Delegates

to the LSMS in regular session assembled in New
Orleans, La., this 4th day of May, 1969, advocates

an expansion of the diploma program and a re-

vision of the curriculum for the diploma schools

to provide greater emphasis on clinical nursing,

and BE IT FURTHER RESOLVED, that the

positions of responsibility in hospitals be deter-

mined by ability and performance rather than

academic degree, and BE IT FURTHER RE-
SOLVED, that this resolution be submitted to the

AMA House of Delegates and to all State Medi-

cal Societies, the American College of Physicians,

the American College of Surgeons, the Louisiana

Hospital Association, the American Hospital As-

sociation, the Louisiana State Nurses Association,

the American Nurses Association, the National

League for Nursing and the Joint Committee for

Accreditation of Hospitals.

# 206—Joint Commission on Accreditation (In-

troduced by Orleans Parish Medical Society (and

Council of Medical Staffs)—RESOLVED, that

the LSMS hereby endorses, if legal counsel so in-

dicates, the development by CMS of an accredi-

tation mechanism of Louisiana Hospitals by
Louisiana practicing physicians in conjunction

with mutual agreeable terms with the JCAH;
that the CMS be requested to report to the LSMS
the progress of these negotiations no later than

at the next interim meeting of the LSMS; that

copies of this resolution be sent to the JCAH, to

the Chiefs of Staffs and Administrators of Louisi-

ana Hospitals, the Presidents of all State So-

cieties and of the AMA as well as a copy for the

record of the Conference of the CMS of March,
1969. Nothing in the resolution shall preempt the

option of the LSMS to organize its independent

Accreditation Commission if the negotiations of

the CMS are fruitless.

#207—Rights and Privileges (Introduced by

Lafourche Parish Medical Society)—RESOLVED,
that the policy of the Louisiana State Medical

Society is based on the fundamental principle that

proper patient care is by its nature an individu-

alised personal service which, in a free society,

must be individually contracted for by those who
desire it; and that the services of physicians who
offer such care must not be confiscated for indis-

criminate application at public expense; and be it

further RESOLVED, that, in the event society

sees fit to grant aid to certain of its less affluent

members, such aid should be in the form of cash,

so that these individuals may purchase from the

physicians of their choice those services which
they require, in the same manner as they pur-

chase the other necessities of life, or so that they

may purchase private insurance, if they so desire,

and be it also RESOLVED, that the Louisiana

State Medical Society shall instruct its Delegates

to introduce this resolution to the American
Medical Association recommending that this Reso-

lution be declared the policy of the American
Medical Association.

#208—Staff Privileges (Introduced by La-

fourche Parish Medical Society)—THEREFORE,
BE IT RESOLVED, that the Lafourche Parish

Medical Society strongly urges all hospital staff

members within this state to maintain sole dis-

cretion and prerogatives of delineating staff

privileges and membership to the control of the

medical staff.
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# 209—JCAH (Introduced by Kenneth A. Ritter,

M.D.)—BE IT RESOLVED by the House of Dele-

gates of the Louisiana State Medical Society that:

1. The present AMA Commissioners to the Joint

Commission for Accreditation of Hospitals be re-

placed at the next meeting of the House of Dele-

gates of the AMA, and—2. That hereafter the

AMA Commissioners to the JCAH be selected by

the House of Delegates of the AMA, and—3.

That these AMA Commissioners render a com-
plete report of all transactions within the JCAH
to the House of Delegates of the AMA at each

Delegates meeting. 4. That the AMA Commission-

ers be instructed to carry out policies set by the

AMA House of Delegates, and— 5. That the AMA
Commissioners be subject to recall and replace-

ment by the AMA House of Delegates should they

fail to support the policies established by that

Body, and—6. That this resolution be forwarded

to: All other State Medical Societies, The Ameri-

can Medical Association, The House of Delegates

of the American Medical Association.

# 210—Assignment (Introduced by J. Morgan
Lyons, M.D.)—THEREFORE, BE IT RESOLV-
ED, that the House of Delegates again assert

its position of encouraging direct billing, and BE
IT FURTHER RESOLVED, that the House of

Delegates through the local carrier direct a com-

munication to the Secretary of Health, Education

and Welfare to determine his legal right to freeze

physicians fees.

#211—American Board of Allergy (Introduced

by Shreveport Medical Society)—THEREFORE,
BE IT RESOLVED, that we, the House of Dele-

gates of the Louisiana State Medical Society, go

on record as being in favor of a Primary Board

of Allergy in the framework of the Advisory

Board of Medical Specialties and in the frame-

work of the American Medical Association and

that the Primary Board of Allergy not require

prior certification in other specialties, and BE IT

FURTHER RESOLVED, that the delegates from

the Louisiana State Medical Society to the AMA
be instructed to present and support such a reso-

lution at the meeting of the House of Delegates in

New York City in July, 1969.

Resolution in re Governmental Fee Assign-

ments (Introduced by M. M. Ettinger, M.D.)—
RESOLVED, that the Division of Socio-Econom-

ics research the question and circularize its

findings to the general members of the Society

Resolution in re Proposed Change in Policy of

the U. S. Chamber of Commerce with Regard to

Federal Health Insurance (Introduced by Marie

Stanbery, M.D.)—RESOLVED, that the Louisi-

ana State Medical Society in convention assem-

bled this 4th day of May, 1969, approves the

old policy and disapproves abandoning it for the

following reasons: 1. Medicare is not needed. 2.

Medicare is unwise legislation and is not in the

public interest. 3. Medicare will lead to a uni-

versal compulsory health care program. 4. Medi-

care will undermine the cash benefits program

because it introduces unsound concepts into So-

cial Security. 5. Medicare will cause further in-

flation because its costs exceed estimates and will

increase yearly. 6. Medicare places politicians

and bureaucrats in control of the practice of

medicine and thus deteriorates the quality of

medical care. 7. The Chamber of Commerce of

the United States has historically supported the

free enterprise system and has opposed govern-

mental interference with private enterprise; this

policy should not be abandoned.

Other Resolutions

#202—PL 89-71f9 (Introduced by Jefferson Par-

ish Medical Society)—not adopted.

#20lf—Annual Meetings of the Louisiana State

Medical Society (Introduced by Rapides Parish

Medical Society)—rejected.

Resolution in re Sex Education in Schools (In-

troduced by J. L. Garcia-Oller, M.D.)—tabled.

Other Action Taken

Letter from Mr. Norris Fitzmorris of Pan
American Life Insurance Company referred to

Executive Committee for study and implementa-

tion.

Vote of confidence given Dr. J. L. Garcia-Oller

in re JCAH.
Approval of establishment of committee, pref-

erably a standing committee, to promote on a

statewide basis formation of Councils of Medical

Staffs.

Proposed amendment in re Congressional Dis-

tricts referred to Committee on Constitution and
By-Laws.

Total amount of dues (including special socio-

economic assessment) increased to $85.00. (Action

on report of Past Presidents Advisory Council to

increase dues to $100.00 rescinded).

Detailed financial report to be sent to all dele-

gates one month prior to annual meetings.

Expression of deep concern and good wishes for

continued progress to be sent to Congressman F.

Edward Hebert, due to recent eye surgery.

List of committees to be published in Journal.

Election of Officers, AMA Delegate, AMA
Alternate Delegate and Committees

President-elect—W. Charles Miller, M.D., New
Orleans

First Vice-President—Edward M. Harrell, M.D.,

Lafayette

Second Vice-President—J. W. Wilson, Jr., M.D.,

Shreveport

Third Vice-President—Daniel W. Hayes, M.D.,

New Orleans

Chairman, House of Delegates—H. H. Hardy,

Jr., M.D., Alexandria

Vice-Chairman, House of Delegates—M. E. St.

Martin, M.D., New Orleans

Councilor, Third District—James W. Vildibill,

M.D., Lafayette
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Councilor, Sixth District—Frank J. Jones, M.D.,

Baton Rouge
Councilor, Seventh District—Conway S. Magee,

M.D., Lake Charles

Councilor, Eighth District—T. E. Banks, M.D.,

Alexandria

Delegate to AMA—Ralph H. Riggs, M.D.,

Shreveport

Alternate Delegate to AMA—Rhett G. McMa-
hon, M.D., Baton Rouge
Committee on Journal—H. H. Hardy, Jr., M.D.,

Alexandria

Committee on Medical Defense—C. B. Erickson,

M.D., Shreveport

Council on Legislation—Chester A. Williams,

M.D., Baton Rouge (Sixth District), Chairman,

Joseph E. Dugas, M.D., New Orleans (First Dis-

trict), John Tanner, M.D., Marrero (Second Dis-

trict), I. W. Gajan, M.D., New Iberia (Third Dis-

trict), C. Elmo Boyd, M.D., Shreveport (Fourth

District), E. J. Brown, M.D., Monroe (Fifth Dis-

trict), Jack E. Thielen, M.D., Lake Charles (Sev-

enth District), F. P. Bordelon, Jr., M.D., Marks-
ville (Eighth District)

Future Annual Meetings

1970 Baton Rouge

1 971 Lafayette

1972 — New Orleans

1973 Monroe

1974 — Alexandria

MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month

Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

/ernon First Thursday of every month

PUBLIC EDUCATION PROGRAM
ON SKIN CANCER

The American Cancer Society Louisiana Divi-

sion, Inc. is launching a Public Education Pro-

gram on Skin Cancer, which will be conducted

throughout the months of May, June, July, and
August. This Skin Cancer Program is designed

to alert the public to the danger of exposure to

sunlight, particularly in this area of the U.S.

Dr. Robert F. Ryan, Professor of Surgery,

Tulane Medical School, and Dr. Vincent Derbes,

Professor and Head of Dermatology, Tulane Medi-

cal School, have jointly drafted the following state-

ment to all physicians in Louisiana:

“All physicians seeing patients in the southern

part of the United States should be aware of the

tremendous number of skin problems that occur

due to chronic exposure to the sun. The incidence

of basal cell carcinoma and squamous cell carci-

noma of the skin is much more prevalent in our

state than in most northern climates. While it

has been stated these lesions do not occur in the

Negro race, they are occasionally seen in these

people as well as Caucasions. In the field of skin

cancer, physicians have a great opportunity to

practice preventive medicine. If those patients

who are especially prone to damage from
.
the

actinic rays are aware of how to care for them-

selves, the incidence of these cancers can be

greatly reduced. Years ago it was said that no

well-groomed lady ever developed skin cancer.

This was in the days of long white gloves and
broad brimmed hats when ladies did not expose

themselves to the sun. Now with our great sun

worshipping cults the incidence of skin cancer

among women seems to be on the increase.

“There are many new drugs on the market
which form an effective ultraviolet filter to pro-

tect the skin from the damaging effects of sun-

light. Since different trade name products use

June, 1969—Vol. 121, No. 6 207



MEDICAL NEWS

the same active ingredient, if one agent is not

effective, a different type or base should be used.

The following list of products have been found

very effective protective agents:

A-Fil (Texas Pharmacal)—menthyl anthranilate

& titanium dioxide

Pabafilm Sunscreen Agent (Owen)—p-aminoben-

zoic acid

RVP-2 (Elder)—red petrolatum with flavone and
flavin

RVPaque (Elder)—red petrolatum with ultravio-

let occlusive agent

Solbar (Person & Covey)—oxybenzone
Uval (Dome)—2-hydroxy, 4-methoxybenzophenone,

5-sulfonic acid

“Many of these agents have been developed to

protect members of the armed forces in the ski

troops where the exposure to sunlight is marked.
If these agents are used properly they can be of

great help to all of our patients in caring for

their skin when exposed to sunlight.”

ULTRASONIC CATARACT SURGERY,
GENETICS STUDIES AMONG TOPICS AT
ANNUAL CONFERENCE OF PREVENTION

OF BLINDNESS SOCIETY

The use of ultrasonic vibrations may soon make
cataract removal minor surgery, according to Dr.

Charles D. Kelman, whose method was described

at the National Society for the Prevention of

Blindness Annual Conference May 14 in Milwau-
kee. Dr. Kelman, director of cataract research

and attending surgeon, Manhattan Eye, Ear and
Throat Hospital, New York City, has said recently

that his experimental technique has been used

with success on more than 70 patients.

The three-day conference, May 14-16 at the

Hotel Pfister, Milwaukee, was attended by some
300 persons, board and staff members of the Na-
tional Society and its state affiliates, as well as

professionals in the fields of ophthalmology, public

health, occupational medicine, education, and
other medical specialties and health fields. Host

to the conference was the Wisconsin Society for

the Prevention of Blindness.

Dr. Kelman’s report stated that his technique

“produced visual results in all cases similar to

what could be expected from standard cataract

surgery.” The standard surgical procedure for the

removal of an opacified lens (cataract) requires

an incision of 21 millimeters; and suturing re-

quires from four to eight stitches. The average

recovery period calls for a week’s stay in the

hospital and from four to six weeks of home re-

cuperation.

The ultrasonic method allows the patient to be

back to business in a few days, according to Dr.

Kelman, and he is allowed full mobility from the

first postoperative day.

Dr. Kelman’s technique involves making an in-

cision not more than two millimeters in size and

inserting a needle which is vibrating at an ultra-

sonic frequency of 40,000 cycles per second. The
cataract is emulsified by contact with the vibrat-

ing needle; and the contents are removed by suc-

tion through the hollow center of the needle. The
incision requires only a single suture.

THORACIC SOCIETY ELECTS

Dr. Charles A. Beskin, Baton Rouge thoracic

surgeon, was elected 1969-70 President of the Lou-

isiana Thoracic Society at the organization’s annual

membership meeting in New Orleans on Tuesday,

May 6. Elected as Vice President was Dr. John
B. Bobear, Associate Professor of Medicine at

LSU Medical School in New Orleans. Dr. Stephen

Herbert, staff physician at the USPHS Hospital

in New Orleans, was elected Secretary-Treasurer.

Also elected for the Governing Council for two-

year terms were Drs. Oscar Alvarez of New
Iberia, L Ken Moss of Lake Charles, and Morti-

mer Raphael of Monroe.

The medical section of the Louisiana Tubercu-

losis & Respiratory Disease Association, the So-

ciety is a specialized medical society of 400 mem-
bers and is the third largest thoracic society in

the United States, according to W. Findley Ray-
mond, Society executive.

The Society, which dispensed with a separate

annual scientific meeting this year, met in con-

junction with the annual meeting of the Louisi-

ana State Medical Society, Raymond stated. “The

First Louisiana Thoracic Society Lecture” was
presented by Dr. Kenneth P. Mathews, Professor

of Medicine, and Head, Allergy Department, Uni-

versity of Michigan, Ann Arbor, Mich., who spoke

Tuesday morning on “The Clinical Management of

Asthma.” The lecture, Raymond advised, is to be

an annual contribution of the LTS to the program
of the State Medical Society program.

DR. STRUG APPOINTED DIRECTOR OF
PROFESSIONAL EDUCATION AT TOUBO

Dr. Lawrence H. Strug, nationally prominent

surgeon, has been appointed director of profes-

sional education at Touro Infirmary, according to

Dr. Murray A. Diamond, executive director.

Dr. Strug assumes a newly created position at

Touro, a result of expanding the role of director

of medical education. He will be responsible not

only for directing the training of interns and resi-

dents, but also paramedical personnel, such as

surgical, medical, X-ray and inhalation therapy

technicians.

A graduate of Tulane University School of Medi-

cine, Dr. Strug interned at Touro and has been a

key member of the staff for many years, having

served as president of the medical staff and chief

of surgery. He is a clinical professor of surgery

at LSU School of Medicine and is surgical con-

sultant to the U. S. Public Health Service.
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SANDOZ ANNOUNCES “THE SCREAM
INSIDE. .

” A NEW FILM FOR
PROFESSIONAL AUDIENCES

“The Scream Inside . . . Emergence Through
Group Therapy,” is a new Sandoz psychotherapy

film just made available for qualified professional

audiences.

The film presents a wide range of psychothera-

peutic group processes and dynamics on many
levels, with actual therapy sessions photographed

or videotaped. Patient conversation is free of re-

strictions on subject matter or vocabulary. The
purpose of this film is to communicate concepts

basic to an understanding of therapeutic group

functions and objectives.

It may be obtained for showing by addressing

a request to Medical Film Department, Sandoz

Pharmaceuticals, Route #10, Hanover, N. J.

SOUTHERN MEDICAL ASSOCIATION

The Section on Otolaryngology of the Southern

Medical Association announces the election of the

following officers to serve for the coming year:

William M. Trible, MD, Washington, D. C., Chair-

man; Lewis J. Rutledge, MD, New Orleans, La.,

Chairman-Elect; John S. Turner, Jr., MD, Atlanta,

Ga
,
Vice-Chairman; and Robert H. Cox, MD, New

Orleans, La., Secretary.

These officers will be responsible for arranging

the program for the Section on Otolaryngology for

the 63rd Annual Meeting of the Association, which

will be held in Atlanta, Georgia, November 10-13,

1969. Anyone wishing to participate in the pro-

gram should contact the Secretary of the Section,

Dr. Robert H. Cox, 1514 Jefferson Highway, New
Orleans, Louisiana 70121. Applications for scien-

tific exhibit space may be obtained from Southern

Medical Association, 2601 Highland Avenue, Bir-

mingham, Alabama 35205.

POSTGRADUATE COURSE IN ENT
UNIVERSITY OF MIAMI

The University of Miami School of Medicine,

Dh ision of Otolaryngology, is presenting a post-

graduate course in ENT for the Family Practi-

tioner. The course will be held November 7-8,

1969, in Miami Beach, Florida.

For further information, contact:

Fredric W. Pullen, II, MD, Division of Otolaryn-

gology. University of Miami, School of Medicine,

P. O. Box 875, Biscayne Annex, Miami, Florida

33152.

BOOK REVIEWS

Hospitalization and Discharge of the Mentally

III; by Ronald S. Rock with Marcus A. Jacob-

son and Richard M. Janopaul, The University

of Chicago Press, Chicago and London, 268

pages, 1968.

The American Bar Foundation sponsored this

study of administrative processes and legal rules

as applied to facilitating the treatment of the

mentally ill. To avoid superficiality and yet try

to discover some general patterns, the investiga-

tion was confined to seven states: California,

Delaware, Georgia, Illinois, Kansas, Missouri and
Pennsylvania. It is a valuable contribution inso-

far as the authors describe what is actually done
procedurally with the mentally ill rather than
simply what is provided for in the states’ laws.

To one familiar with Louisiana’s procedure, it

was surprising to learn how similar the problems
are elsewhere but heartening to realize that our

system works about as well as any.

Some of the more interesting findings were

:

1) There are no satisfactory definitions of mental
illness in the statutes of any of the states (and

in Louisiana). All involve circular reasoning such

as (California) “Mentally ill persons” mean per-

sons . . . who are of such mental condition that

they are in need of supervision, treatment, care,

or restraint. 2) The particular local pattern of

procedure is only one among alternatives avail-

able under the law but comes to be regarded by

the participants, such as police, judges, and doc-

tors, as the only acceptable and legal process.

3) Most public officials, police, doctors, lawyers,

and social welfare agencies who might receive

requests for assistance in obtaining treatment for

the mentally ill are poorly informed on the

process of initiating such care. 4) The police are

the most active “social service agency” turned

to for assistance in this matter. Unless they are

quite familiar with the individual, most physi-

cians do not want to get involved, and bona fide

social agencies are excessively fearful of legal

repercussions. 5) The police, also concerned about

possible civil suits, commonly charge a psychotic

person with disorderly conduct or a like offense

and take him to a local jail. A municipal judge

may then order an examination by the Court

Psychiatric Clinic (Chicago) or the coroner (New
Orleans). 6) Where the judiciary is responsible

for commitment to state institutions, the judges,

except in rare instances, do not choose between
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conflicting interests according to legal rules as

in their usual court work but merely review

and approve medical decisions. In less than 10

percent of cases is a truly adversary procedure

needed or utilized. 7) On the other hand, where
medical certification alone is sufficient for com-
mitment, doctors tend to be indifferent to the

civil rights of the patients, insufficiently sensitive

to the social stigma of commitment, and are apt

to be more concerned with administrative con-

venience than individual patient welfare. 8) Vol-

untary hospitalization is little used in public

institutions because they are generally crowded
and understaffed and must take committed cases

per force, and because the voluntary patient

often frustrates the staff’s treatment plans. 9)

Private hospital psychiatrists rarely seek court

commitments because they and the families can

usually maneuver the patient into the hospital

on a voluntary basis, wish to avoid for the pa-

tient the stigmatization of commitment, and,

rightfully, regard the risk of suit as slight. (Once

the patient has been admitted, his demands for

release or other rights are commonly ignored.)

The authors conclude with some, at least par-

tial, solutions for the problems noted. One would
be to authorize police to transport a person

directly to a medical facility for examination

where a physician could determine whether im-

mediate hospitalization was required. A diagnostic

team that could go to the alleged mentally ill

person would be more ideal but seems imprac-

tical at present in view of the personnel and
expense involved. The best recommendation had

to do with the question of discharge of patients.

They recommend that the duration of commit-
ment be limited to a determinate period not to

be exceeded by the institution. An open hearing

would be necessary only if the hospital wished

to renew the commitment. The initial commit-
ment would then be less crucial since at present

it is theoretically possible for someone to be

committed for life; also, the number of patients

neglected on back wards who may have recovered

from their acute psychoses could be drastically

reduced.

Some of the inconsistencies and paradoxes in

the mental health field are apparent but are not

explicitly noted by the authors. They accept values

that are being increasingly questioned both in

and outside of the field. For example, they call

attention to the lack of a satisfactory legal defini-

tion of mental illness and attribute this to the

psychiatrist’s less rigid need for distinction be-

tween the mentally ill and well, and the variable

and widespread incidence of some degree of

mental illness in the population. But, if mental

illness is merely a concept society utilizes to

define unusual behavior or values and, if com-
mitment is used as a method of social control,

then we shall never have an enduring definition

since who is ill depends on what society values

at the time and who it needs to “put away”

so that the conformity of the majority need not

be questioned. Florid psychoses present little

diagnostic or decision-making problems, and some
form of confinement and treatment will continue

to be the appropriate solution for the obviously

“crazy.” The disquieting element is the trend

to place more and more of what was once con-

sidered “bad” into the category of “sick.” The
alcoholic, the sexual deviate, the delinquent, the

child beater, the psychopath are all considered

to need “treatment” and are not considered fully

responsible for their acts. The judiciary and peace

officers are glad to evade handling these prob-

lems and turn them over to doctors, often with

alacrity. Our present culture is baffled and en-

raged by some of the youth with their bizarre

dress, promiscuity, use of drugs, and contempt
for their elders. It is not inconceivable that this

problem will in time be dealt with by enforced

“treatment” of what many professionals now
regard as sickness. The soon to be ubiquitous

government sponsored community mental health

centers will, like any established bureaucracy,

continue to need to justify their existence by prov-

ing their usefulness in ever widening spheres

of American life. Like the military-industrial

complex the late President Eisenhower warned
'’bout, we may be spawning a government-mental
health complex which could profoundly affect

individual freedom. “Big Brother” could one day
be watching, not to punish, but to treat.

William C. Super, MD

PUBLICATIONS RECEIVED
(Certain ones of these will be selected for review)

Department of the Army, Office of the Surgeon
General, Washington, D. C.: The Evolution of

Preventive Medicine in the United States Army,
1607-1939, by Stanhope Bayne-Jones, MD; Medical

Supply in World War II, edited by Charles M.

Wiltse, PhD.

Dover Publications, Inc., N.Y.: Lectures on the

Comparative Pathology of Inflammation, by Elie

Metchnikoff; William Henry Welch and the

Heroic Age of American Medicine, by Simon
Flexner and James Thomas Flexner; The Apologie

and Treatise of Ambroise Pare, edited by Geof-

frey Keynes.

The C. V. Mosby Co, St. Louis: Pulmonary
Emphysema and Related Lung Diseases, by

Theodore Rodman, MD and Francis H. Sterling,

MD; Medical Interviewing: A Programmed Man-
ual, by Robert E. Froelich, MD and F. Marian

Bishop, PhD, MSPH; Introduction to Medical

Science, by Clara Gene Young and James D.

Barger, MD, FACP.

University of Chicago Press, Chicago: Hospitali-

zation and Discharge of the Mentally 111, by Ron-

ald S. Rock with Marcus A. Jacobson and Rich-

ard M. Janopaul.

210 J. Louisiana State M. Soc.



The Journal
of the

Louisiana State Medical Society

$6.00 Per Annum, $1.00 Per Copy TIJLY 1969 Published Monthly
Vol. 121, No. 6 J ’ 1430 Tulane Avenue, New Orleans, La., 70112

A Review of Carcinoma of the Pancreas

in Baton Rouge

• The author presents an interesting and comprehensive review of

carcinoma of the pancreas in his city. He indicates that resection for

cure can be performed in approximately 10 percent of the cases

diagnosed.

'"pHE pancreas is a challenging organ.

Its function is incompletely understood,

and present day means of studying it are

most inadequate. Malignancy may be

present in the pancreas and defy detec-

tion. The fortuitous location of the lesion

so as to cause biliary obstruction most

often causes the diagnosis of malignancy

to be considered. The anatomic location of

the pancreas and its proximity to other

organs have discouraged surgical proce-

dure until recent years. Whipple and his

co-workers succeeded in 1935 in resection

of the pancreas and the adjacent duode-

num. Pancreatoduodenectomy represents

the only known method of cure for pan-

creatic carcinoma. Evaluation of this pro-

cedure and its effectiveness are the pur-

poses of this study.

In 1966, 16,800 persons died from carci-

noma of the pancreas in the United States,

following in incidence lung, breast, large

intestine, and stomach carcinoma as the

cause of death from malignant disease. 2

Carcinoma of the pancreas represents 0.05

Reprint requests to 3955 Government Street,

Baton Rouge, La. 70806

L. PARKERSON LAVILLE, JR., MD
Baton Rouge

to 0.06 percent of all hospital admissions.

Fortunately, 65 percent of carcinomas of

the pancreas are located in the pancreatic

head.

The disease is most common in the fifth

and sixth decades. In this study, the aver-

age age was 65; the youngest patient was
32 and the oldest 92. The average age of

patients in this study surviving Whipple
procedures was 46. The disease is general-

ly considered to be twice as common in

men as compared with women; however,

in Baton Rouge the ratio of man to woman
was 59:52.

The California Public Health Depart-

ment studied 2,436 cases of carcinoma of

the pancreas. Of this number, 10 percent,

the lowest percentage for carcinoma of

any organ, was still localized within the

gland at operation, a reflection of the dif-

ficulty of early diagnosis.

The course of untreated carcinoma of

the pancreas is brief; most patients die

within five months of diagnosis. Untreat-

ed cases in this study had a life expectancy

of one month, (see Table 1). Five year

survival of all cases in most large series

is 2.1 to 2.4 percent. However, if the more
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favorable patients are considered sepa-

rately the five year survival rate is 13.9

percent.12

TABLE I

SURVEY OF I I I CASES

°rocedure Number Average Survival

None 22 1 month
Lymph node biopsy 2 2 months
Liver needle biopsy 3 2 months
Choledochostomy 3 3 months
Abdominal exploration

and biopsy 21 3.5 months
Choledochojejunostomy 5 4.0 months
Cholecystojejunostomy 44 9.8 months
Pancreatoduodenectomy 11 18 months

a) operative survivors 8 24 months
b) operative deaths 3 0 months

Total 111

Our Lady of the Lake Hospital 54

Baton Rouge General Hospital 57

Total 111

(2 cases lost to follow up)

Despite the preceding- dismal account,

it must be emphasized that effective pal-

liation can be offered to many of these

patients. Their comfort and well being-

can be enhanced by judicious surgery. In

Baton Rouge, 49 bypass procedures were
done (see Table 1): 44 cholecystojej u-

nostomies and 5 choledochojej unostomies.

The patients with cholecystojej unostomies

had an average survival of 9.8 months and

those with choledochojej unostomies 4.0

months. One patient who had a chole-

cystojej unostomy survived 38 months.

Bufkin, et al,
1 at Charity Hospital in

New Orleans reviewed 600 cases of carci-

noma of the pancreas. One hundred and
fifty-seven palliative procedures were
done with a 4.7 month average survival

time. The simplest procedure for relief

of biliary obstruction is a cholecystojej u-

nostomy. An entero-enterostomy is also

strongly advised to divert the path of the

alimentary tract from the biliary system.

Further, obstruction of the alimentary

tract by the tumor must be anticipated

and a gastrojejunostomy considered.

As in any malignancy, early diagnosis

is essential to cure. Unfortunately early

diagnosis of carcinoma of the pancreas

is seldom possible. Clinical symptoms in-

clude vague epigastric pain which may
radiate into the left upper quadrant or

back. Severe pain suggests involvement

about the celiac axis with invasion of its

associated neural plexus. Significant pain

is present in 60 percent of patients.

Weight loss is an almost constant finding,

averaging 10 to 15 pounds.

Fortunately, jaundice occurs in 75 per-

cent of all patients with carcinoma of the

pancreas. It is usually relentless and pro-

gressive but may fluctuate. Bilirubin

levels range between 5-20 mg percent.

Values below 3 and above 55 cast doubt

upon diagnosis.

Physical findings also include the classic

observation of Courvoisier that a palpable

gallbladder in the presence of painless

jaundice should suggest malignant disease

in the periampullary region. Unfortunate-

ly, this sign is seen in only 25 percent of

the patients. Hepatic enlargement to some
degree is usually detected.

In evaluating jaundice, liver function

tests other than the serum bilirubin level

are usually necessary. An elevated alka-

line phosphatase is suggestive of obstruc-

tive jaundice, but not necessarily malig-

nant obstruction. An alkaline phosphatase

greater than 10 Bodansky units is usually

indicative of surgical jaundice, but was
lower than 10 in 1/3 of Salmon’s cases. 12

Salmon reported that a fecal urobilinogen

of less than 5 mg/24 hours was strongly

indicative of malignant obstruction.

Interestingly, 86 percent of the patients

with carcinoma of the pancreas had no

elevation of the serum amylase. Long-

mire 1 recognized that diabetes may be the

first sign of carcinoma of the pancreas; 22

percent of his patients demonstrated an

abnormal glucose tolerance curve. War-
ren 13 reported that 36 percent of the pa-

tients with resectable carcinoma of the

head of the pancreas had abnormalities

of glucose metabolism.

The diagnosis may be strongly suggested

by radiographic studies. A widened duo-

denal loop with elevation of the distal

stomach is a classic finding but is com-

monly seen in the normal obese individual.
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Irregularity of the mucosa on the inner

aspect of the duodenal loop, obstruction

or compression of the duodenum, and fluo-

roscopically demonstrated loss of motility

of the duodenum are strongly suggestive

of pancreatic malignancy. Angiography
and scanning techniques are useful in es-

tablishing the diagnosis of carcinoma in

the body and tail of the pancreas. Angiog-

raphy involves studies of the celiac ar-

tery. Image scanning employs methionine

with a selenium isotope. This amino acid

is concentrated eight times more inten-

sively by pancreatic tissue than by ad-

jacent liver tissue. A pancreatic tumor
will show as a scan defect while pancre-

atitis will not be visualized.

Even at celiotomy, the diagnosis of car-

cinoma may be difficult to establish.

First, careful abdominal exploration must
be carried out and any questionable meta-

static lesion biopsied. It is when metas-

tasis is not evident that the diagnosis

continues to be elusive. Further, the dan-

gers of post biopsy pancreatic fistula in

non-resected cases and the spread of can-

cer cells in malignant cases must be

weighed against the possibility of unnec-

essary pancreatoduodenectomy. Falsely

positive biopsy has led to resection for

what proved finally to be benign disease.

Biopsy of ampullary lesions can be even

more confusing. Blood returning with the

initial passage of the small Bakes dilator

during choledochostomy is strongly sug-

gestive of malignant disease. An ampul-

lary biopsy can sometimes be obtained

with a small malleable curet. Even with

judicious use of biopsy, the diagnosis still

may remain uncertain. Warren13 states

that a thinwalled, pale blue distended com-
mon duct and a thin gallbladder wall are

hallmarks of malignant obstructive jaun-

dice.

The operation should proceed accord-

ing to a definite plan which will allow dis-

covery of metastasis before committing

the surgeon to resection of an inoperable

lesion. The lesser omental sac must be

entered, and the pancreas and adjacent

structures inspected. The peritoneum is

next incised along the lateral aspect of the

descending duodenum and the duodenum
reflected medially, exposing the inferior

vena cava. The pancreas is elevated from
the anterior surface of the superior mes-

enteric artery and vein and the portal

vein. Extension of the malignancy into

these structures precludes resection for

cure. Creation of an Eck fistula9 to allow

resection is thought by most authorities to

be unwarranted. Should no extension be

recognized after completing the above ma-
neuvers, resection should proceed.

The results of surgery for pancreatic

malignancies have been reviewed by sev-

eral centers. In 1967, the Portland Surgi-

cal Society studied its results for the ten

preceding years. 10 Their study included

only carcinoma of the pancreas and em-
braced 564 patients. Five percent of this

group had resection “for cure” with two
survivors past five years and an operative

mortality of 22 percent. The average sur-

vival of those resected, however, was 18.1

months as compared to 5.4 months for

those treated by palliative bypass proce-

dures. Because it was recognized that

those patients who were resected lived

three times longer than those not resected,

Morris and Nardi9 studied 121 patients

with carcinoma of the head of the pan-

creas who were collected between 1951

and 1960. There were 14 patients who
were judged by the operating surgeon to

be resectable but who were not resected

because of the surgeon’s lack of confidence

in the more extensive procedure. Fifty

percent of the non-resected group had ex-

pired within 6 months, while those re-

sected survived 21 months before a 50

percent mortality was reached.

A two stage operation for periampul-

lary carcinoma has been considered in an

attempt to lower the operative mortality.

Salmon32 advocates against this because

of the tumor’s rapid growth and the pos-

sible spread of the tumor by manipulation.

Maki, et al, reviewed the results of pan-

creatoduodenectomy at the Tohoku Uni-

versity School of Medicine. He found the

operative mortality for the one stage pro-
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cedure from 1950 to 1955 to be 50 percent

and from 1950 to 1959 to be 44 percent.

In deeply jaundiced patients, ie, with an
icterus index above 80, a two stage pro-

cedure has been done since 1960 at the

Tohoku University School of Medicine.

The first stage consists of a cholecystos-

tomy with minimal assessment of the tu-

mor. Three to four weeks later, the de-

finitive resection is performed. Fourteen

patients have been managed employing

the two stage procedure with an operative

mortality of 8 percent.

the pancreas. In 1960 Rhodes 11 had col-

lected 24 five year survivors of resection

for carcinoma of the head of the pancreas.

Other than carcinoma of the head of the

pancreas, no patient with ductal carci-

noma of the body or tail has ever survived

for any period of time; these patients are

usually dead within two years. 13

Summary
Between 1955 and 1967, 111 cases of

carcinoma of the pancreas and periampul-

lary cancer were treated at Our Lady of

TABLE 2

PATIENTS WITH PANCREATODUODENECTOMIES PRESENTLY ALIVE

Age Sex Lesion Survival Time

32 Female Carcinoma of pancreas 33 months (2 stage)

33 Male Carcinoma of pancreas 21 months (2 stage)

55 Male Carcinoma of ampulla 38 months
39 Male Carcinoma of pancreas 14 months
60 Male Carcinoma of pancreas 14 months
56 Female Carcinoma of ampulla 60 months

Operative mortality of the eleven pan-

creatoduodenectomies in the current study

was 27 percent. One patient of the 11 re-

mains alive after 5 years (See Table 2).

The Portland study showed an operative

mortality of 22 percent. In 1958 Dancer
and DuVan 4 reviewed 28 patients with

carcinoma of the head of the pancreas

and found the operative mortality to be

the same regardless of the operative pro-

cedure which was done, including simple

exploration alone. After 1960, most large

series quoted an average operative mor-
tality of 20 percent. Within the last sev-

eral years more encouraging series have

been reported. Warren, et al,
13 in a study

including 35 patients, reports an operative

mortality of 2.9 percent for the years 1966

and 1967. Longmire5 has recognized im-

provements in his operative mortality

rates from 31.6 to 5.9 percent.

The origin of the tumor strongly in-

fluences survival. Salmon12 reported an

analysis of cases which was done at the

University of Minnesota. This analysis

revealed a 31 percent five year survival

rate for carcinoma of the ampulla and a

2.6 percent survival rate for carcinoma of

the Lake Hospital and the Baton Rouge
General Hospital in Baton Rouge, Lou-

isiana. Palliative procedures were per-

formed upon 49 patients with an average

survival time of 9.8 months. Eleven pa-

tients, roughly 10 percent, were deemed
suitable for pancreatoduodenectomy. The
operative mortality was 27 percent. Six

patients survive and are free of known
disease at this writing. The surviving pa-

tients range from 14 to 60 months follow-

ing operation.

Conclusion

1. Carcinoma of the pancreas and peri-

ampullary carcinoma are frequently rec-

ognized only after the disease has extend-

ed beyond the pancreas or ampulla render-

ing resection for cure impossible.

2. Resection for cure can be performed

in approximately 10 percent of the cases

diagnosed. Best results are obtained in

carcinoma of the ampulla because of its

fortuitous position causing obstructive

jaundice and enhancing earlier diagnosis.

3. The operative mortality rate quoted

by most centers is 20 to 30 percent. The
operative mortality of cases performed in

Baton Rouge is 27 percent. Recently, im-
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provement in operative mortality rates

from 31.6 to 5.9 percent has been reported

by Longmire, 5 and to 2.9 percent by War-
ren. 13

4. Resected patients who succumb to

their disease live three times longer than

non-resected patients.

5. Pancreatoduodenectomy should be

performed for cure and not for palliation.

6. Bypass procedures offer effective

palliation in those patients judged non-

resectable.
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The Topical Application of 5-Fluorouracil

in the Treatment of Skin Lesions

• The authors report on a series of 22 patients whose skin lesions

were treated with an ointment containing 5-Fluorouracil. They in-

dicate it has proved quite useful.

TN recent years, various skin lesions have
A been treated with topical applications

of an ointment containing 5-Fluorouracil.

This chemotherapeutic agent does not af-

fect normal tissue, but acts on altered

cells. This report deals with the results

achieved in a series of 22 patients with a

total of 28 skin lesions.

Crystals of 5-Fluorouracil are prepared

by evaporating the liquid from regular

intravenous vials of the agent which had

been poured into a beaker and placed in a

drying oven at 65 degrees (Centigrade).

The crystals are then reliquefied with a

few millilters of propylene glycol, and an

appropriate amount of a greaseless base

(Neobase®, Burroughs Wellcome) is add-

ed as a vehicle to make a 5 percent prep-

aration.

Our indications for its use are rather

flexible within a narrow range. We define

a small lesion as one 5 mm or less in diam-

eter. Thus, we use this method for: 1)

Small primary or recurrent skin lesions;

2) Extensive small lesions of the face,

especially in patients who have had much
previous surgical or radiation therapy; 3)

Patients in whom surgical excision is con-

traindicated because of other conditions;

and 4) Large, recurrent superficial lesions

in which the ointment may modify the ex-

tent of excisional and reparative surgery.

A biopsy is obtained if at all possible,

especially in primary lesions. The patient

is instructed to clean the lesion daily with

From the Surgical Service, Veterans Adminis-

tration Hospital, Alexandria, La.

WILLIAM H. KASTL, MD
LOUIS F. KNOEPP, SR., MD

AUGUST SOOSAAR, MD
Alexandria

pHisoHex® (Winthrop) and apply the

ointment two times daily. Therapy is con-

tinued on this basis for four weeks. If an

undue amount of erythematous reaction

develops in the surrounding skin, the prep-

aration is temporarily discontinued. Oth-

erwise, the treatment is continued for

another four weeks. If there is no re-

sponse, it is then stopped. If there are in-

dications of healing, it is continued. The
area under treatment is usually left open

to minimize reaction. Several lesions may
be treated simultaneously.

We have used this form of therapy in

22 patients varying in age from 38 to 91

years, with almost half the group in the

eighth decade. The lesions had been pres-

ent or were recurrent from 7 months to

40 years. Seventeen patients had previous

treatment consisting of either surgery, ra-

diation, or fulguration.

In 17 patients the lesion was single,

while in 5 it was multiple, a total of 28

lesions. Of these, 21 were located on the

face, nose, and ear; the remainder were

on the hands, neck, scalp, and forearms.

In 13 patients, biopsies were available. In

those without biopsies, five were recur-

rent, four were primary undetermined

type of lesions, not included in our statis-

tics for this reason. Some patients had

multiple biopsies. Thus, nine lesions were

of the squamous cell type, seven of the

basal cell variety, 1 each were basosqua-

mous cell epithelioma, keratosis, and mela-

noma.

Of the 24 lesions in which we were cer-
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tain of the cell type, 15 were healed, 5

showed no healing, 3 were still under

treatment, and 1 patient received an irreg-

ular discharge before a result could be de-

termined. Of the squamous cell lesions,

four of nine healed; of the basal cell type,

four of seven were healed; all other lesions

healed or were improving except for the

single melanoma. These included six ker-

atoses. One squamous cell type and one

basal cell lesion recurred. None of the pa-

tients developed any signs of toxicity from
the drug in the concentration and sched-

ule used.

Case Reports

Case No. 1

:

A 69-year-old patient had a 5-year

history of recurring facial squamous cell carci-

nomas (Fig 1). After multiple excisional biop-

sies, other lesions of his face were treated with

5 percent 5-Fluorouracil ointment. After two
courses, the lesions were healed (Fig 2).

Case No. 2: An 80-year-old man had recurrent

skin lesions over a 40-year-period. Biopsies of

the lesions of his nose and chin revealed a squa-

mous and a basal cell carcinoma (Fig 3). He
received two courses of 5 percent 5-Fluorouracil

ointment with good results (Fig 4).

Fig 1. Case No. 1 prior to treatment.

Fig 2. Case No. 1 following treatment.

Fig 3. Case No. 2 prior to treatment.
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Fig 4. Case No. 2 following treatment.

Comment
Although others have used concentra-

tions of the ointment varying from 2.5

percent to 20 percent 5-Fluorouracil, we

felt that 5 percent was generally safe and
yet effective for most lesions coming to

our attention.

We were careful not to allow excessive

erythema to develop lest actual destruction

of surrounding epithelium occur. Never-

theless, we were of the opinion that a cer-

tain degree of erythema was necessary to

get sufficient drug reaction on the lesions.

No permanent dermatologic ill-effects

were noted in our series, even in the blonde

or fair-skin types.

It is emphasized that we do not advo-

cate this form of treatment for sizeable or

solitary lesions, particularly when biopsy

suggests squamous cell carcinoma, al-

though we still believe adequate surgical

excision is the best therapy for these le-

sions.

Summary
Fifteen of 24 lesions were healed by the

application of 5 percent 5-Fluorouracil

ointment, a 60 percent rate. The prepara-

tion appears to be more successful in basal

cell carcinomas and keratoses rather than

in squamous cell carcinomas. It will not

prevent recurrence, nor will it prevent

new lesions from forming. However, it

proved quite useful within a narrow range

of indications.
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The Potential Role of the Department of Socioeconomics

of the Louisiana State Medical Society

• A relative value study of medical and surgical fees, a physician's

insurance rating bureau, and a updated simplified physician's re-

porting form to third party interests are projects recommended for

the newly created Department of Socioeconomics of the Louisiana

State Medical Society.

T_T G. WELLS, foremost historian and
* literary genius of this century, com-

mented in his writings that economics is

a branch of biology. Strange? Not really,

though in America to consider money and

health in the same breath is almost deemed

sacrilegious. The medical profession, by

failing to recognize economics in its true

perspective has fallen heir to a wealth of

mumbo jumbo and semantic entangle-

ments that leave the physician and patient

confused and muddled in reference to the

financial aspect of medical care. Until re-

cently, organized medicine has not recog-

nized the crucial aspect of medicoeconom-

ics. A transition appears to be on the way.

During November, 1968, the House of Del-

egates of the Louisiana State Medical So-

ciety in a special session instituted a De-

partment of Socioeconomics that will be-

gin operation in 1969. And what type of

operation will it conduct? Other than its

title, the purposes and program for such a

division within the state medical society

have not been defined.

May I suggest that this department be-

gin operating by establishing:

1. A relative value study, such as that

which was adopted and reported to the

California Medical Association in 1964;

2. A physician’s insurance rating bu-

reau to help physicians and their patients

evaluate premium value of medical insur-

ance; and

3. A simplified physician’s reporting

form for third party interests, improving
and implementing the Louisiana State

Medical Form which was adopted in 1966.

GERALD N. WEISS, MD
Lake Charles

Relative Value Studies

Let’s face it! Many physicians do not

know why a relative value scale is needed,

just as insurance company personnel do

not know why a fee-for-service medical

concept needs to exist!

To answer the physician’s inquiry, “Why
a fee schedule?”, the foreword of the 1956

Report of the Commission on Medical Ser-

vices of the California Medical Associa-

tion well expresses the need for a guide or

“rule of thumb” measurement which could

be used to improve fee payments.
This study in no way sets anyone’s fees or any-

one’s schedule of fees. The relative value study

is in no sense a fee schedule . . .

The standards for relative values of fees were
established by surveys of the members of the

California Medical Association. The level of fees

vary throughout the state due to the influence of

many factors, but analysis of the survey results,

reveals that the relationship between fees for

most procedures remains almost the same, even

in widely separated geographical areas. Ex-
pressed in dollars, these relationships would have

been misleading and incorrect for many areas.

Expressed in units, they are accurate and use-

ful . . .

Health insurance in California today requires

fee schedules and indemnity schedules at many
different dollar levels. California physicians’

Service needs different fee schedules to different

income-ceiling plans. Many groups want to buy
indemnity insurance that pays benefits approxi-

mating the usual fees charged by physicians.

Others want adequate protection at a low pre-

mium and will accept an element of co-insurance.

The relative value study, expressed in units, may
be used as a guide in setting any and all of these

schedules with widely varying dollar levels but re-

taining a constant relationship between fees . . .

The relative values study will require change
to keep abreast of the changes in medicine . . .

We believe the relative values study is a sig-
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nificant contribution to health insurance and to

all who are concerned with it—physicians, medi-

cal care plans, and the people who purchase pre-

paid medical care insurance.

It is imperative in any legitimate con-

tract to establish limits. How can an in-

surance company leave a policy “open-

ended” and expect to survive in the busi-

ness world? “But,” say some physicians,

“that’s not my business! The insurance

company has a contract with the patient!”

True, but if you as a physician accept in-

surance company assignments then you

must be prepared to accept their limits. Is

not this already the case in Medicare as-

signments ?

From another viewpoint, consider the

Principles of Medical Ethics, Section 10:

The honored ideals of the medical profession

imply that the responsibilities of the physician

extend not only to the individual, but also to so-

ciety where these responsibilities deserve his in-

terest and participation in activities which have
the purpose of improving both the health and the

well-being of the individual and the community.

If you as a physician do not accept as-

signment, such ethical principles would at

least require medical contributions to such

mammoth community enterprises as insur-

ance. It becomes obvious that in Ameri-
can society today, relative value studies by
the medical profession are imperative for

all parties.

To answer the insurance company per-

sonnel who ask, “Why a fee-for-service

payment?”, “Why a revered physician-

patient relationship?” In simple terms,

human nature has it that people absorb

everything of value that is given away ! If

office visits have a value, but no limit is

set, then the physician goes bankrupt, Con-

trarywise, when office visits become value-

less there is no longer a demand. And so

the cycle is complete; if insurance com-
panies can set limits to their policy by con-

tract, the physician must set limits to ser-

vices by a contract of the type exemplified

by a fee-for-service contract. In this in-

stance, the patient, as he should, plays a

determining role as to the actual need of

health care.

In an instance of ultra-scientific patient

care without regard for patient wishes and

desires, let us consider edicts in the USSR
where the rules state that all patients run-

ning temperatures of 99° should be treat-

ed at home and others with 100° or more
should be treated in a hospital. In such in-

stances, nurses are assigned to check phy-

sicians’ readings of temperature determi-

nations so as to avoid overloading hos-

pitals. Is this super-scientific and super-

sleuth method the type of medical care an

insurance company or government pro-

gram would force upon the American peo-

ple? The patient should be allowed to de-

cide where and when he will spend his

dollars in a fee-for-service concept for

medical care rather than prepaid ultra-

scientific and dictatorial methodology that

would open the floodgates to unnecessary

hospitalization for medical or surgical care

and with failure to individualize patient

problems.

The AMA News of December 30, 1968,

carries a letter from Dr. Frank Welsh,

APO San Francisco, in which he cites the

following, concerning the physician-pa-

tient relationship:

The revered physician-patient relationship is

held on high but seldom defined. This oft-quoted,

sacrosanct principle serves as the common argu-

ment against socialized medicine, which will pre-

sumably destroy it. Albeit often alluded to, why
is the definition so elusive? A little “reality test-

ing” seems indicated.

I believe that the essence of our physician-

patient relationship is one of commercial interest.

It is a unilateral agreement on the part of the

doctor and a desire to reward the doctor on be-

half of the patient. The indifference inherent in

a no-fee system for a society of people who relate

primarily via money would be detrimental to

these sentiments.

The doctor’s concern, beyond a gratifying ther-

apeutic response, is to create confidence in him-

self among a widening circle of patients, i.e., build

a practice. There is an element of chance in the

fee-for-service obligation that stimulates people

on both sides to greater performance. There is

a form of venture capital invested by each party.

Men enjoy this element of speculation, I suspect.

The doctor can only assume the patient will take

his medicine, pay his bill, and return in the fu-

ture. The patient must accept his doctor’s rec-

ommendations as the best advice available to him
and follow the treatment given.

A good example of the breakdown of this re-

lationship is too often demonstrated in military
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medical services. Otherwise conscientious physi-

cians drafted into the military develop an abrupt,

abrasive attitude where only time is to be earned

and there is no medical practice “under construc-

tion.” Doctors are apt to feel imposed upon by

patient visits since practice building, the trea-

sured ideal of American physicians, is absent.

The patients’ attitudes were reflected in an in-

spection of trash cans near a medical facility in

Europe. Roughly half of the prescriptions filled

by the unit during the period studied ended up

in the garbage, unused. Here, neither party

cared to please.

Both physician and patient derive a good mea-

sure of integrity from our current concept of

their relationship.

A Physicians’ Insurance Rating Bureau

Extending the role of the newly estab-

lished Department of Socioeconomics of

the Louisiana State Medical Society, a

special type of Physician’s Desk Refer-

ence should be published for the doctor.

Why shouldn’t the society’s new office es-

tablish a rating bureau to notify the phy-

sicians which policies provide what ser-

vices? Are radiologists’ services covered

by this policy? Are hospital visits covered

by that policy, and if so, how many and

how much? When was the surgical fee

schedule adjusted last by so-and-so insur-

ance company? In succinct booklet form,

readily available to the physician—or any
inquiring patient— this material should

be available. What of the fly-by-night in-

surance companies or the labor-manage-

ment negotiations that fail to provide the

consumer (patient) a reasonable fee for

the doctor’s services? Why do some com-
panies have overhead expenses of 50 per-

cent and others of 20 percent? As one hos-

pital administrator informed me after

spending one and a half years searching

for a “good” health insurance policy for

their employees— “Health insurance to-

day is a lucrative field !” A sound, factual-

ly founded and currently reporting phy-

sicians’ insurance rating bureau must be

provided for the practicing physician to

properly evaluate for his patient whether

they are receiving money value expended

for coverage desired. And who is to judge

better than the physician who ultimately

is to be recompensed for this prepaid med-

ical care as advertised by insurance, gov-

ernment, or other third party agents?

In 1957, Ralph Hendershot wrote a book

entitled The Grim Truth About Life In-

surance. The introduction contains the fol-

lowing statement:

The main thesis of this book is that life in-

surance companies are not and have not been de-

livering the net insurance values per dollar of

premium paid they should have delivered over the

years.

It is my feeling that the health insurance

industry is at the stage that life insurance

companies were 20 years ago.

I insert at this point a factual table

which illustrates the ten largest businesses

in the United States as recorded by For-

tune Magazine during the year 1967. This

was taken from the Reader's Digest Al-

manac and Yearbook of 1969 concerned

with the national and world economy,

page 702:

Largest U. S. Businesses: 1967 Assets

1 . American Telephone and
Telegraph $37,607,901,000

2. Prudential Life Insurance

Company 25,111,192,000

3. Metropolitan Life Insurance

Company 24,600,589,000

4. Bank of America 21,267,639,000

5. General Motors (Net Sales) 20,026,252,000

6. Chase Manhattan Bank 17,770,525,000

7. First National City Bank 17,497,373,000

8. Standard Oil (N. J.)

(Net Sales) 13,266,015,000

9. Equitable Life Assurance
Society 13,093,110,000

10. Ford Motor (Net Sales) 10,515,700,000

In this listing of the largest United

States businesses in 1967, three were life

insurance companies, three commercial

banks, three industries, and one utility. If

health and accident insurance policies and

companies develop without their grim

truth being recognized, I have little doubt

that by 1987 every physician in America
will be employed either by insurance com-

panies, health and accident companies, or

the government. After all, where will all

the money have gone? Another, but un-

thinkable possibility is that of the removal

of a medium of exchange. In that case,
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our society will be turned back thousands

of years to the barter system again.

The time is now ripe for a “PDR” of in-

surance companies medicosurgical policies

written by physicians to assist patients in

receiving their premium dollars worth

!

Simplified Physician Reporting Forms

As a final suggestion to the new Depart-

ment of Socioeconomics, let this division

improve upon our wonderful Louisiana

State Medical Form Program. For those

unfamiliar with this program, these forms

(Fig 1 and 2) have saved the physicians

of Louisiana and their patients untold mil-

lions of dollars and time in paper work.

The LSMFP has been accepted by some

80 to 90 percent of the physicians in the

state, but current interpretations, partic-

ularly in the medicolegal field suggest cer-

tain improvements. One of the primary

improvements should be to remove the

word “disability” in the phrase “Disabil-

ity Related to Illness” and substitute the

word “impairment,” as well as this word
in the phrase “Period of Disability” which

should read “Period of Impairment,” The
significance of the difference between

“disability” and “impairment” has been

most accurately presented in the preface

of “Guides to the Evaluation of Permanent
Impairment” by the Committee on Rating

of Mental and Physical Impairment of the

American Medical Association. As this ap-

peared in the JAMA of February 15, 1958,

the preface read as follows:

Evaluation or rating of permanent disability

has long been recognized as an important and

complex subject. In the past much confusion has

resulted from inadequate understanding by phy-

sicians and others of (a) the scope of medical

responsibility in the evaluation of permanent dis-

ability and (b) the difference between “perma-

nent disability” and “permanent impairment.”

It is vitally important for every physician to

be aware of his proper role in the evaluation of

permanent disability under any private or public

program for the disabled. It is equally important

for him to have the necessary authoritative ma-
terial to assist him in competently fulfilling his

particular responsibility— the evaluation of per-

manent impairment. It is the purpose of this and

other reports of the Committee on Rating of

Mental and Physical Impairment to correct a past

confusion of terms and to provide a series of

practical guides to the evaluation of various types

of permanent impairments.

The following explanations of terms generally

used in programs for the disabled will suffice for

practical purposes.

(1) Permanent Impairment.— This is a pure-

ly medical condition. Permanent impairment is

any anatomic or functional abnormality or loss

after maximal medical rehabilitation has been

achieved and which abnormality or loss the phy-

sician considers stable or non-progressive at the

time evaluation is made. It is always a basic con-

sideration in the evaluation of permanent disabil-

ity. It should be remembered, however, that per-

manent impairment is a contributing factor to,

but not necessarily an indication of, the extent of

a patient’s permanent disability.

(2) Permanent Disability. — This is not a

purely medical condition. A patient is “perma-

nently disabled” or “under a permanent disabil-

ity, when his actual or presumed ability to

engage in gainful activity is reduced or absent

because of “impairment” and no fundamental or

marked change in the future can be expected.

(3) Evaluation (Rating) of Permanent Im-

pairment. — This is a function that physicians

alone are competent to perform. Evaluation of

permanent impairment defines the scope of medi-

cal responsibility and therefore represents the

physician’s role in the evaluation of permanent
disability. Evaluation of permanent impairment
is an appraisal of the nature and extent of the

patient’s illness or injury as it affects his per-

sonal efficiency in the activities of daily living.

These activities are self care, communication,

normal living postures, ambulation, elevation,

traveling, and non-specialized hand activities. It

is not the duty of physicians to evaluate the social

and economic effects of permanent impairment.

These effects must be evaluated by administrators

in making determinations of permanent disability.

(4) Evaluation (Rating) of Permanent Dis-

ability.— This is an administrative, not a medi-

cal, responsibility and function. Evaluation of

permanent disability is an appraisal of the pa-

tient’s present and probable future ability to

engage in gainful activity as it is affected by

nonmedical factors such as age, sex, education,

economic and social environment, and the medical

factor— permanent impairment. Nonmedical fac-

tors have proved extremely difficult to measure.

For this reason permanent impairment is, in fact,

the sole or real criterion of permanent disability

far more often than is readily acknowledged. A
determination of permanent disability is an ad-

ministrative decision as to the patient’s entitle-

ment.

Competent evaluation of permanent impair-

ment requires adequate and complete medical ex-

amination, accurate objective measurement of
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uiAiana

POLICY STATEMENT

LOUISIANA STATE MEDICAL FORM PROGRAM

IF YOU INTEND TO SEEK REIMBURSEMENT FOR YOUR VISIT FROM ANY
INSURANCE COMPANY OR ANY GOVERNMENT AGENCY, PLEASE NOTIFY
THE NURSE OR RECEPTIONIST PRIOR TO YOUR VISIT WITH THE DOCTOR.

The expense and time involved in preparing reports and claim forms for our many
patients who are covered by some sort of medical insurance have reached the point

where they must affect the cost of your medical care. This is not medical expense,

and should not appear as one.

If you intend to make a claim on any third party for your medical care, please

request the Attending Physician’s Statement. We will gladly supply this form at

no cost. We believe it will be entirely satisfactory to most insurance agents. Should
your agent require additional information, we will supply it for an appropriate fee

from the inquirer and on receipt of proper authorization.

Each patient will be responsible to the doctor for payment of charges for medical
expenses, and may make any arrangements he might choose with his insurer.

In this way, the relationship between patient and his doctor will remain private,

as it should be, and the same is true of the relationship between a patient and
his insurer.

If you experience any difficulty in settling your claim, contact your insurance
company direct. If you are covered under some government plan of medical
insurance, contact your Congressman, who will be in a position to take care of

it for you.

Fig 1. LSMFP Policy Statement.

YOUR DOCTOR
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Louisiana State Medical Form Program
(LSMFP)

Attending Physician’s Statement

Patient Age

This will certify that the itemized services herein
listed or attached were provided the above patient
from

(Insert name of hospital or place of service above)

Admitted

Discharged

to

DIAGNOSIS AND CONCURRENT CONDITIONS

Disability related to Illness Accident Hospital Industrial

Pregnancy LMP EDC

SERVICE RENDERED

Date of Accident

DATE (LSMS CODE NUMBER) CHARGES

Period of Disability (unable to do usual work) from

Final
( Doctor’s

Estimated .

( Doctor’s

Signature)

Name)

to

This form is completed without charge by members of the

Louisiana State Medical Society. Additional information

will be furnished for an appropriate fee ($ )

from the inquirer with proper authority.

(Address)

(Phone) (Date)

PATIENT’S STATEMENT In keeping with everyone’s individual responsibility, please complete this

section and forward to your insurance carrier,

(Insurance company agency) Policy No.

(Name of Insured) Soc. Sec. No.

(Address of Insured) (Relation of Patient to Insured)

( Employer)

(Signature of Policyholder)

IRP—This is the form to be used by members of the Louisiana State Medical Society under their Individual Responsibility
Program. (Additional information from the patient on the back)

Fig 2. LSMFP Form.
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function, and avoidance of subjective impressions

and nonmedical factors, such as the patient’s age,

sex, or employability.

The Committee on Rating of Mental and Phys-

ical Impairment believes that permanent impair-

ment cannot vary because of the circumstances of

its occurrence or the geographical location of the

patient at the time. Furthermore, unlike disabil-

ity, permanent impairment can be measured with

a reasonable degree of accuracy and uniformity

on the basis of impaired function as evidenced by

loss of structural integrity, pathology, or pain

substantiated by clinical findings.

The Committee is familiar with the various

formulas developed in the past for use in evalua-

tion of permanent disability. These formulas are

usually administrative devices which equate spe-

cific medical criteria to specific percentages of

permanent partial or total disability (loss of

working or earning capacity). From the medical

standpoint the medical criteria may undeniably

represent various anatomic or functional impair-

ments. However, it is unrealistic to presume that

many of these impairments, especially those of a

minor nature, will necessarily at some time result

in disability. These administrative devices are

not generally available to physicians and in any
event would not be useful in making sound eval-

uations of permanent impairment. On the other

hand, although a number of valuable contribu-

tions have been made in the past, the Committee
found no comprehensive practical system of the

type necessary for the evaluation of permanent
impairment by individual body systems or of the

whole man. For this reason the Committee has

undertaken to prepare a series of guides. The
Committee has been greatly assisted in its work
by the outstanding consultants whose names ap-

pear in connection with the appropriate guides.

All of the guides have been developed after

careful study of the literature and the views of

recognized authorities and will be reviewed peri-

odically to insure their continuing value as ad-

vances in medical knowledge and technique occur.

Each guide contains recommended percentage

values related to the criteria provided. The use

of numerical values is preferred because of dif-

ficulty in communication and variability in inter-

pretation of such terms as “slight,” “marked,”
and “moderate.” Numerical values provide a

practical means of expressing and calculating

the extent of permanent impairment and encour-

age accurate, equitable, and uniform evaluation.

Methods of calculating impairment are uniform,

explained in detail with examples, and require a

minimum of computation. Generally, when a sin-

gle impairment is involved, the percentage value

may be read directly from the text or transposed

to a relative value of a unit of the body or of

the whole man by referring to appropriate tables.

When two or more impairments are involved,
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however, the value of each impairment must be

ascertained and transposed to a common denomi-

nator, such as the whole man. Thereafter these

values must be combined. A combined values ta-

ble is provided by which any combination of im-

pairments may be easily found. The method gen-

erally used to combine various impairments is

based on the principle that each impairment acts

not on the whole part but on the portion which

remains after the preceding impairment has act-

ed. For purposes of computation, the source and
chronology of the impairment values are imma-
terial.

After the values of all impairments involved

have been computed and transposed to a common
denominator, the final impairment value, whether
the result of single or combined impairments,

should be expressed in terms of the nearest 5 %.

Some guides have been prepared by the

Committee on Rating of Mental and Phys-

ical Impairment and such guides include

the following:

The Extremities and Back;

The Visual System;

The Cardiovascular System;

Ear, Nose Throat, and Related Struc-

tures;

The Respiratory System;

The Central Nervous System;

The Peripheral Spinal Nerves;

The Endocrine System; and
Mental Illness.

Summarizing the above very briefly, the

Council on Occupational Health of the

American Medical Association in its book-

let entitled “Medical Relations in Work-
men’s Compensation” on page 7 states the

following:

Therefore, the physician should determine the

percentage of permanent impairment without re-

gard to age, sex, occupation or real, presumed or

potential wage loss. The application of these and
all other factors provided by law to the percent-

age of permanent impairment established by the

physician is the responsibility of the administra-

tive agency in determining the indemnity award.

In general, physicians are no more qualified by

experience or training to evaluate such factors

than any other disinterested individual.

Another important improvement of the

LSMFP would be to omit completely the

diagnosis and concurrent conditions. As a

rule, insurance companies pay the physi-

cian by virtue of the type of service per-

formed and not based upon the diagnosis.

It is to the patient’s advantage in many

225

HEALTH SC1EN8ES LIBRARY

UNIVERSITY OF MARYLAND

BALTIMORE



DEPT. SOCIOECONOMICS’ POTENTIAL ROLE—WEISS

instances not to know of a diagnosis, par-

ticularly one of a psychiatric or neoplastic

disorder. It should be the patient’s, as

well as the physician’s, prerogative to ar-

range an explanation as to the patient’s

condition and diagnosis with both the pa-

tient and the family, depending upon

which would be to the most advantage in

the patient’s favor. It is noteworthy that

the Fifth Amendment to the Constitution

protects individuals from speaking against

themselves; but a diagnosis (such as alco-

holism) as submitted by a physician to an

insurance company may, by contract, void

a monetary remuneration by the company
to the patient’s debtors, be they other par-

ties or physicians. In effect, the patient

by a signed medical release has been testi-

fying against himself. Is this proper for

an insurance company, who by contract,

also states that the insured may not admit

fault even in a case where fault was the

case (such as an auto accident) or the

company will not pay damages, by vir-

tue of the fact that the insured admits

such fault? Here the insurance company
by contract prevents admission of fault in

a given case, where fault may exist, on the

threat of cancellation of the contract, and

yet, in a reverse situation, the company
does not allow the patient the same pre-

rogative. This testimony becomes record

when the patient signs a medical release

form and allows the physician to give a

diagnosis which may in effect serve to

cancel the insured’s contract.

Within a most recent period, contracts

have been made with patients to remuner-

ate them on the basis of the disease suf-

fered, such as poliomyelitis (“lifetime”),

cancer (“lifetime”)
,
flu (with three weeks’

disability), pneumonia (with six weeks’

disability)
,
and so on. This certainly is an

expanding field and is in need of consid-

erable study, but in the majority of cases

the submission of a diagnosis with concur-

rent conditions only seems to work against

the patient’s interests and, therefore,

should be deleted from such a form.

The LSMFP would be improved if a

computer type card with listings of the

“Current Procedural Terminology” code

in a perforation type arrangement could

be standardized so that by mailing such

a card to an insurance company immediate

action could be taken. The prolonged de-

lay in settling claims has resulted in in-

surance companies pocketing tremendous

sums of money over long periods and in-

vesting them in bonds which become due

in 60 or 90 days or the like. Such in-

vestments should reduce premiums, but

rarely do so.

A final suggestion in regard to a stan-

dard form, at least in Louisiana, is a

Workmen’s Compensation Form similar to

the LSMFP which should be produced by
the Louisiana State Medical Society. Al-

ready the Health Insurance Council has

created a standard insurance form which

is used fairly regularly; but the volume
of material that is contained in it is en-

tirely superfluous and in most instances,

carries unnecessary work for the physi-

cian, self incriminatory evidence against

the patient, and simplified administration

of the compensation act for the insurance

company. The physician should limit his

report strictly to the medical services and

impairment with details as to further

evaluation being left to the insurance

company itself or litigating attorneys, as

the case develops.

Conclusion

The above suggestions have been pre-

sented in an attempt to help the patient

and the physician. The community ap-

proach to medical care through govern-

ment activity is often politically centered

and multi-faceted. This new department

should not concern itself with current

community medical services as envisioned

by the federal government’s Regional

Planning Program. If the newly created

Department of Socioeconomics were to

provide the general membership with

work on the above three projects, it could

then truly be stated that organized medi-

cine has begun to meet the socioeconomic

demands of the day. Each member’s lot

—

and that of the people of our state—would

be greatly improved.
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Frozen Sections in Treating Skin Cancer:

A Pathologist’s Opinion

• The author indicates that he prefers an elliptical excision when a

frozen section is desired. He finds that he can give a quicker and

more accurate report.

WARREN D. GRAFTON, MD
Shreveport

'T'HE pathologist is often asked to eval-

uate the adequacy of excision of skin

cancer by means of a frozen section.

Whether this procedure reveals useful or

misleading information may depend on the

specimen submitted. I have often been

asked to test the margins of a circular

excision for involvement with tumor. The
question that immediately comes to mind
when I receive such a specimen is, “Which
margins should I test?”. On asking the

surgeon this question, I have often re-

ceived the reply, “All of them !”. Obvious-

ly this would require an infinite number

of sections. To compromise by taking only

two or three sections through such an ex-

cision cannot rule out invasion in another

focus in the periphery.

An elliptical excision is preferable when
a frozen section is desired. As the lesion

can be assumed to be adequately excised in

the long axis of an elliptical excision, only

one section through the transverse axis is

required to detect involvement of the edges

as well as the base (see figure). This

method allows the pathologist to give a

Request for reprints to Dr. Grafton, Depart-

ment of Pathology, Confederate Memorial Medi-

cal Center, Shreveport, La. 71104.

quicker and more accurate report to the

surgeon.

CIRCULAR EXCISION.

WHICH MARGIN TO
TEST?

ELLIPTICAL EXCISION.

ONE SECTION TESTS
MARGINS AND BASE
OF LESION.
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Arteriovenous Fistulae Secondary to a Vein Graft

ERICH K. LANG, MD
Shreveport

A 78-year-old white woman was first

admitted for complaints of intermit-

tent claudication. A femoral pulse was
palpable, however, a popliteal pulse or dor-

salis pedis pulse was not palpable over

the respective areas of the afflicted left,

lower extremity.

A femoral arteriogram demonstrated a

complete block of the superficial femoral

artery some 10 cm above the adductor ca-

nal probably secondary to an intraarterial

thrombus following embolization of this

artery.

On the basis of this examination and

the demonstrated satisfactory refilling of

the distalmost segment of the superficial

femoral artery and popliteal artery, an ex-

ploration was carried out hoping to endar-

terectomize and embolectomize the in-

volved segment. This did not appear to be

feasible, and it was, therefore, elected to

utilize a vein graft to reestablish satisfac-

tory circulation. A segment of the saphe-

nous vein was identified and, after appro-

priate surgical dissection and freeing,

swung into position as a bypass graft. Sat-

isfactory flow was observed following com-

pletion of the reanastomoses.

However, within several days the pa-

tient developed what was thought to be

symptoms of a left ventricular failure.

The onset of heart failure following this

surgical procedure and a questionable

bruit over the area of the operative site

raised the question of an arteriovenous

fistula. A follow-up arteriogram was per-

formed and demonstrated the presence of

several large patent perforator branches

of the saphenous vein graft still commu-
nicating with the deep femoral vein and

defacto causing a massive arteriovenous

shunt.

Doctor Lang is professor and chairman, De-

partment of Radiology, Louisiana State Univer-

sity School of Medicine in Shreveport, Shreve-

port, Louisiana.
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The venous bypass graft is readily visualized

and the anastomosis to the distal superficial fem-
oral artery appears satisfactory. However, mul-
tiple patent perforator branches from the saphe-

nous bypass graft communicate with (arrows)

and readily opacify the deep femoral vein. Mas-
sive opacification of the deep femoral vein attests

to the hemodynamic significance of the shunt.

The patient was operated on again, and
the offending perforator vessels were li-

gated at both ends. Thereafter, the conva-

lescence was prompt and rapid.

Comments

In situ rotation of a vein graft is fre-

quently complicated by inadvertent crea-

tion of an arteriovenous fistula because of

failure to ligate all communicating and
perforating branches. The obvious advan-
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ARTERIOVENOUS FISTULAE—LANG

tage of a greater probability of satisfac-

tory take is almost annihilated by this fre-

quent and troublesome complication of for-

mation of arteriovenous fistulae secondary

to failure to ligate all perforator branches

to the deep venous system. Heart failure

will frequently ensue in older people be-

cause of the massive and sudden overload

of the left ventricle. A bruit over the op-

erative site is often present; however, an
arteriogram is necessary for definite iden-

tification of this complication.

ERRATA

Reference is made to J Louisiana State Med Soc 121:133-136 (Apr)

1969.

Legends on page 135 should read as follows:

Fig 3. Aortic valve replacement. Sound tracing recorded second left

interspace. See text for details. (1 = first sound, 2 = second sound,

OS - - opening snap)

Fig 4. Mitral and aortic valve replacement. Sound tracing recorded

at left sternal edge. See text for details. (1 = first sound, 2 = second

sound, OS = opening snap, m = murmur)

0=3C=0
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(Editorial

Proposal to Fix Medicare Fees of Physicians for 15 Months

In the shifting sands of state medicine,

the position of the physician becomes in-

creasingly precarious.

It is learned in the lay press that an

attempt will be made to halt the escalation

of Medicare costs by holding Medicare

fees at current levels during the next 15

months. 1 These fees have been rising at

the rate of 6 percent a year; and it was
anticipated that during the coming fiscal

year doctors’ fees will climb 414 percent

while Medicare utilization will increase

11/2 percent.

The proposed increase is designed to

keep the physician’s insurance portion of

the Medicare operation, which is part B,

in sound fiscal shape. It was reported that

there would have to be an increase of at

least 40 cents a month to bring this about;

however, the then-HEW Secretary Wilbur

Cohen chose not to increase the $4 a month
to $4.40 pending certain further develop-

ments.

It is suggested in the article that as

much as a 25 percent increase or a dollar

a month may become necessary. In such a

situation those who pay the monthly sti-

pend would be expected to raise vigorous

objections. On the other hand, organized

medicine will vigorously resist any inter-

ference in its traditional fee setting free-

dom.

The AMAs position is that the principle

of federal government moving to dictate a

curb on fee increases for a professional

group is a new departure in theory and

practice and without justification in the

law. The law provides that Medicare shall

pay 80 percent of reasonable fees over $50.

Reasonable fees have been interpreted in

various ways, but as a general rule usual

and customary fees have been considered

reasonable. If fees were fixed for 15

months or 15 years, this action could be

attacked under the 14th Amendment as

violating the “due process” provision of

the amendment.
The reason why Medicare is in trouble
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over this phase of its program may be ex-

plained variously. In the first place, the

original pattern of payments was set too

low. No one experienced in the field would

anticipate that the professional needs of

the average person over 65 could be cov-

ered by $60 a year when the commercial

carriers are charging from $90 to $150.

Another item is that the lawmakers ig-

nored the obvious development which

would come out of Medicare which was
that one to two million senior citizens who
had never paid any doctor bills at all

would be covered, and payments for such

would be processed.

Another important facet of the whole

increase in expense is inflation which suc-

cessive forces in government have talked

a lot about and have done practically noth-

ing about. Inflation is the explanation as

to why each year about one third of all

doctors’ fees are increased. Important fig-

ures in support of this statement were

brought out in the AMAs Third National

Congress on Socioeconomics of Health

Care in Chicago on March 28 and 29. It

was stated that the physician must in-

crease his net earnings by 10 percent a

year just to break even. 2 Between 1947

and 1968, gross income of a group of rep-

resentative doctors advanced 51 percent

while the office overhead was up 54 per-

cent. During this same period, the coun-

try experienced a 75 percent increase in

prices. In the last two years overhead has

been increasing at the rate of 8 percent a

year in doctors’ offices.

The management consultant also stated

that at the same time business done was
up 71/2 percent, cash receipts advanced 7

percent and profits went up 6.6 percent.

Bureau of Labor statistics indicate that

physicians’ fees showed a percentage in-

crease from 1960 to 1967 of 2.5 percent to

7.1 percent; and the increase for 1969 was
estimated at 4.8 percent. For “all ser-

vices,” presumably of all kinds, the cor-

responding figures are 3.3, 4.5, and 6.4

percent. As a professional Alice in Won-
derland, the physician has to run as fast

as he can to stand still on the tax infla-

tion treadmill.

In case a compliant Supreme Court

should rule that the 14th Amendment ap-

plies to everybody else except physicians,

we still have a powerful resource which
can be utilized. This is direct billing. This

is the preferred policy of the Louisiana

State Medical Society and many other

state societies. If the doctor deals with the

patient directly, the end result would be

that the patient would pay the physician

his fee and then get what he could from
the Medicare pool. The portion that would
actually have to come out of the patient’s

pocket would then be more than the 20

percent provided in the law and might be

as much as 30 or 40 percent. In such a

case, the pressure for adjustment would
come where it ought to be from the patient

to the Medicare administration; and the

doctor would be able to maintain his inde-

pendence suitably.

Many factors which are not immediate-

ly apparent contribute to the rise in the

physician’s expenses. Among these are the

increase in the threat of malpractice suits,

the need to keep more detailed and costly

records for this, and to take care of the

growing volume of insurance certificates,

Medicare and Medicaid claim forms, and

the necessary increase in office personnel

to meet these several needs.

It has been stated that these effects of

inflation are in keeping with the com-

ments by Drucker: 3

The record of the past 30 or 40 years has been

dismal. The government has proved itself capable

of doing only two things with great effectiveness.

It can wage war. It can inflate the currency.

Other things it can promise but only rarely ac-

complish. . . . Whether private enterprise would
have done worse is not even relevant for we ex-

pected perfection in government as in industrial

management. Instead we only rarely obtain even

below average mediocrity.

It is possible that the fixing of fees may
be a part of a grand plan. Such a plan

may be as expressed by Doctor Clyde C.

Greene, Jr., president of the American So-

ciety of Internal Medicine. The American
medical profession “is nearing the con-

frontation and may soon become a public

utility with all the accompanying regula-
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tions ;” 4 and one might add frustrations

and slow deterioration.

It is clear, therefore, that fixation of

fees is threatened and may become an ac-

tuality. Before this is established, the pro-

fession has possible legal means to combat
such action and a reasonably certain coun-

ter move in direct billing. For either to

be effective, there must be unity of action.

It is usual in systems of state medicine

that a gap will develop between limited

tax resources and unlimited commitment
for medical care. It is also usual that the

physician is charged with contributing to

the financial stringency of that gap by ex-

cessive fees or some other inequity.

A stress triangle is thus set up between

the government bureau, the patient, and
the physician. The physician usually loses.

By the use of direct billing, the physician

may be able to stay out of the eternal tri-

angle.

1. Spivak, J.: Federal Officials Bid to Hold

Medicare Fees of Doctors at Current Levels for

15 Months, Wall Street Journal (Mar 24) 1969.

2. ... So Are MDs Expenses, AMA News
(Apr 7) 1969.

3. The Great Disenchantment, AMA News
(Apr 14) 1969.

4. Greene, C. C., Jr.: Speech to the American
Society of Internal Medicine on Apr 20, 1969.

ORGANIZATION SECTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

SYNOPSIS
MINUTES

EXECUTIVE COMMITTEE

Bank by Dr. John C. McDonald (see under “Ac-

tion Taken”)

Confirmation of Mail Vote

New Orleans

May 29, 1969

Special Order
Discussion of proposed self-insurance plan by

Dr. James C. Decuers and Mr. Planchard, Insur-

ance Agent (see under “Action Taken”)

Discussion of Metropolitan New Orleans Organ

(Former & Present Committees)

Approval of Minutes—Executive Committee
Meeting 4/12/69

Approval of active membership—3 doctors

Approval of Abstracted Minutes—1969 Meet-

ing of House of Delegates

Approval of Active membership—1 doctor

ADVERTISEMENT
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Approval of “dues exempt membership”—

1

doctor

Approval of increase for Journal appropria-

tion

Reports

President—discussed recent Public Affairs

Workshop in Washington which he attended,

stressed success as a public relations endeavor.

Secretary-Treasurer—State Society and AMA
membership, increase of 18 members in former

and decrease of 99 members in latter; Socio-

Economic assessment not received from 149 who
have paid 1969 dues, communication to be sent to

these members. Various phases of 1969 Annual
Meeting reviewed; all matters referred to office

of Secretary-Treasurer by House of Delegates

completed.

Council—no meeting held since last meeting of

Executive Committee
;
meeting to be held im-

mediately following this meeting.

Committee on Arrangements—1969 Annual
Meeting—Report including financial statement

as of this date and activities of various sub-com-

mittees on arrangements accepted.

Committee on Budget and Finance—4 recom-

mendations included in report acted upon as fol-

lows :

1. Based on information secured that 50,000

immunization cards, as recommended by the

Committee on Tetanus, would cost approximately

$2,250.00, this Committee recommends that

$1,000.00 be approved for purchase of cards and
if this is not sufficient for the required number
of cards, attempts be made by the Committee on

Tetanus to secure additional funds from other

sources—tabled.

2. Adoption of the following guidelines for

reimbursement of travel expense: a. Approval

for travel expense for all in-state meetings be

limited to officers and staff members, b. Ap-
proval of travel expense for AMA delegates,

alternates and committee chairmen who are in-

vited to meetings of the Executive Committee

(expense of AMA delegates and alternates to

AMA meetings is budgeted separately), c. Ex-

pense of other committees and councils is not

recommended, d. Travel expense for all persons

authorized by the president to represent the So-

ciety at out-of-state meetings approved—adopted.

3. Approval of necessary amendment to By-

Laws to increase the per capita appropriation to

the Journal to $4.00 per year—approved by mail.

4. Reopen domicile negotiations—authoriza-

tion given to the Domicile Committee to enter

into negotiations
;

authorization to obtain ap-

praisal and engineering survey of the proposed

building, option to be offered immediately, up

to $1,000.00; Domicile Committee to negotiate for

the best purchase price under $220,000.00; report

to be made back to the Executive Committee and
then a poll taken of the House of Delegates.

Committee on Constitution and By-Laws—ac-

ceptance of report which included the following

recommendations

:

1. Procedure for Medical Defense in the old

Constitution and By-Laws (page 30) be substi-

tuted for the procedures as found on page 36 in

the newly adopted Constitution and By-Laws be-

cause of simplicity and minimal delay in accom-

plishing the results desired.

2. That the following committees be included

in the Constitution and By-Laws: Maternal Wel-

fare, Alcoholism, Athletic Programs, Diabetes,

Disaster Medical Care and LOSL.
3. More time be allowed this Committee to

study and report findings concerning Congres-

sional Districts.

Committee authorized to correct any discre-
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pancies in new Constitution and By-Laws.

Committee on Socio-Economics—requests that

members of Socio-Economic Council (11 doctors)

be appointed to represent the State Society on

the Health Professionals Forum and other 6 doc-

tors to be appointed from leadership of the So-

ciety by the President, approved. (President

asked to consider appointment of General Prac-

titioner.)

Legislative Consultant—discussion of bills be-

fore present session of legislature. Policy of

State Society to refrain from taking action in

regard to bills pertaining to securing of funds

to be continued, no action to be taken by legis-

lative consultant in such matters.

Legal Counsel—report concerning matters re-

ferred since 1969 Annual Meeting; Resolution

No. 206 to endorse Councils of Medical Staffs

not in conflict with Constitution and By-Laws;
LAMPAC dues can be included with other dues

by medical societies; tax on sale of blood—opin-

ion of attorney general that nothing can be done

about this; suggestion that Foundation be es-

tablished by State Society with proposed building

as part of Foundation and Journal run by Foun-

dation.

Matters Referred from House of Delegates

Letter to Pan American Life Insurance Com-
pany prepared by President of Society approved.

Publication of Roster of State Society pub-

lished every two years; State Board of Medical

Examiners to be contacted with regard to pub-

lishing roster on alternate years.

Closed TV Programs as recommended by Com-
mittee on Rural and Urban Health approved.

Other Action Taken
Proposed self-insurance plan to be referred to

Committee on Insurance, information concerning

plans in other states to be secured and plans

made for a one day meeting for all members of

the Society, recommendations of Insurance Com-
mittee to be submitted to the Executive Com-
mittee.

Appointment of Dr. H. Ashton Thomas to

serve on Governing Board of the Metropolitan

New Orleans Organ Bank as requested by Dr.

John C. McDonald.
Walter Reed Memorial Plaque to be awarded

to a student for “Excellence in Tropical Medi-
cine or Preventive Medicine” in lieu of discon-

tinuance of requirement by Tulane University

for a thesis on Tropical Disease and Preventive

Medicine if die for Plaque can be corrected ac-

cordingly.

Practice of chiropodists under present chirop-

ody law to be referred to Legislative Council for

consultation with Board of Medical Examiners.

Communications
Mr. Gary R. Epler, President of the Tulane

Chapter of SAMA in re attendance at Annual
Meeting.

Mr. Charles W. Genella, of the Jung Hotel in

re successful 1969 Annual Meeting.

Congressman F. Edward Hebert— thanks for

expression of wishes for recovery from eye sur-

gery from House of Delegates.

Members of Congress concerning recommenda-
tion of the Committee on Geriatrics in re generic

drugs.

Louisiana State Board of Medical Examiners
in re letter distributed by Dr. H. H. Philibert—
referred to Council for consideration.

American Medical Association in re Council on

Medical Staffs and the JCAH and letter from
Dr. L. O. Simenstad, member of the JCAH.
American Hospital Association in re receipt of

Resolution #205.
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Other Matters Discussed

Charter Flight to future Public Affairs Work-
shops in Washington, D. C.— not feasible based

on information secured.

GUIDELINES TO HELP AVOID
MALPRACTICE SUITS

William F. Mather of New York City, Legal

Counsel for the Medical Society of the State of

New York, at the 1969 National Medicolegal

Symposium, issued the following guidelines to

physicians in helping to avoid malpractice suits:

1. Give scrupulous attention to medical re-

quirements of each patient.

2. Avoid destructive and unethical criticism of

the work of other physicians, and avoid state-

ments which might be construed as an “admis-

sion” of fault.

3. Maintain “ideal” medical records.

4. Use tact as well as professional ability in

handling patients, and patients’ families.

5. Refrain from over-optimistic prognoses.

6. Always secure informed consent for an op-

eration or autopsy.

7. Exercise care in selection and supervision

of assistants and employees.

8. Limit practice to such fields as are within

the physician’s qualifications.

9. Avoid any experimentation without explicit

and informed consent of patient.

10. Establish understanding with the patient

in the matter of fees.

11. Examine all female patients only in the

presence of a third person.

Unfair Publicity in Malpractice

Mr. Philip H. Wagner, Jr., Buffalo, N. Y. at-

torney, attacked the unfair publicity in malprac-

tice cases. He said in essence, “Since clearing

one or all defendants in a malpractice case does

not offset the unjust harm to the defendant by
publicity given thereto,” and advocated a “code of

agreement between the various public informa-

tion media, the American Bar Association, and
the American Medical and Dental Associations

which would provide that no publicity be ac-

corded such cases in advance of a verdict for the

plaintiff.”

TRUTH-IN-LENDING MEASURE MAY
AFFECT BILLING BY MDs

Effective July, 1969, regulations issued by the

Federal Reserve Board to implement the truth-

in-lending law will require physicians to list any
financing charges to bills, “if the credit is repay-

able in more than four installments.”

According to an official in the Federal Trade
Commission “if you do extend consumer credit,

that is if the transaction is payable in more than

four installments, or a finance charge is imposed,

then you are subject to the act.

“What you must do then is determine if open-

end or closed-end credit is extended. Normally
physicians extend closed-end credit.”

Revolving Credit: Open-end credit is the type

used in revolving charge accounts or some types

of bank card accounts in which additional credit

can be extended up to a given amount. Closed-

end credit is extension of financing for a single

transaction.

The FTC source explained that if closed-end

credit is extended, “then you must list the re-

quired disclosures as enumerated in Section 226.8

of the truth-in-lending regulation.”

More information concerning the regulation

can be found in the Federal Trade Commission
booklet, “What You Ought to Know About Fed-
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eral Reserve Regulation Z, Truth in Lending-

Consumer Credit Cost Disclosures,” which is

available from local FTC offices.

MDs Affected: When the regulation was orig-

inally written, it was assumed physicians would
be exempt from the necessity of issuing special

information or special monthly statement forms
since they normally do not make any type of car-

rying charge or add-on charge.

However, the “credit is repayable in more than

four installments” section makes physicians sub-

ject to the regulation whether or not a financing

charge is made.

Efforts to exempt physicians from section Z
are being made, but until such an exclusion is

made, “Failure to comply with the requirements

of this law will subject you to statutory liability

as well as civil lawsuits brought by private par-

ties,” according to a published letter by Paul
Rand Dixon, chairman of the FTC.

C=3C=0

MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place
Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles
East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette
Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop
Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria
Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

DR. BESKIN RETURNED TO LTS
PRESIDENCY

Dr. Charles A. Beskin, Baton Rouge thoracic

surgeon, was re-elected LTS President at the an-

nual business session held in New Orleans on

May 5. Drs. John B. Bobear and Stephen Her-

bert, both of New Orleans, were re-elected vice-

president and secretary-treasurer, respectively.
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Newly-elected to serve two-years as governing

council member was Dr. Oscar Alvarez of New
Iberia. Re-elected to two-year council terms were

Drs. L. Ken Moss of Lake Charles, and Mortimer

Raphael of Monroe.

THE NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY ELECTS NEW OFFICERS

FOR 1969-70

Dr. George H. Hauser has been elected presi-

dent of The New Orleans Graduate Medical As-

sembly.

Other officers elected are : Dr. Pascal L.

Danna, president-elect; Dr. Friedrichs H. Harris,

first vice-president; Dr. Samuel R. Staggers, sec-

ond vice-president; Dr. William McD. Boles, third

vice-president; Dr. Marion J. LeDoux, secretary;

Dr. Lee D. McLean, treasurer; Dr. Jason H. Col-

lins, director of program; Drs. Daniel C. Riordan

and Robert C. Lynch, assistant directors of pro-

gram.

Members of the Executive Committee include

Doctors Vincent J. Derbes, N. Leon Hart, John

G. Menville (retiring President), Simon V. Ward,
and H. D. Webster.

The thirty-third annual meeting of the Assem-
bly will be held March 2 through March 5, 1970

at The Roosevelt Hotel.

Dr. Hauser succeeds Dr. Menville. The new
president received his MD degree from Tulane

University School of Medicine in 1915. Dr. Hau-
ser is Director of the Bureau of Laboratories for

the Louisiana State Board of Health, and is

Pathologist at Mercy and Eye, Ear, Nose and
Throat Hospitals; he is Professor Emeritus of

Pathology and Epidemiology at Tulane Medical

School; Professor of Medical Technology at Loy-

ola University of the South; Chairman of the

Medical Technology Technical Training Program

at Mercy Hospital, and President of the Associa-

tion of the State and Territorial Public Health

Laboratory Directors.

MONTE BROWN NAMED SPACE
REPRESENTATIVE OF THE YEAR

BY SIEBER & McINTYRE
Mr. Monte Brown of Medical Media Associates,

Inc., Chicago, is the recipient of the second an-

nual Space Representative of the Year Award by

Sieber & McIntyre, sponsors of the event. The
award, consisting of a plaque of recognition and

$500, was presented to Mr. Brown by Miss Diane

Stuckert, Sieber & McIntyre Media Director, at a

breakfast gathering in the Pump Room. Some
150 media representatives from all parts of the

United States were on hand for the presentation.

After welcoming the group, Mr. Joseph Mc-
Intyre, president of Sieber & McIntyre, intro-

duced Miss Retzie Gleeson, agency vice-president,

who explained why this award was originally

conceived. Its purpose is to honor the space rep-

resentative who best serves the industry through

creative selling and a thorough understanding of

the advertisers’ products and problems. Mr.

Brown was selected as a result of a national sur-

vey of more than 1500 medical and paramedical

media buyers.

One of the founders of Medical Media Asso-

ciates, Inc., Mr. Brown and his partners repre-

sent the State Medical Journal Advertising Bu-

reau (34 state medical journals).

SPAR-CAL INDICATED IN CALCIUM
DEFICIENT DIETS

U. S. Department of Agriculture studies indi-

cate that calcium with its high daily requirement

is one of the nutrients most often deficient in

American diets.

DIMETAPP EXTENTABS
OimtUne (brompheniramine mallote), *7- ma. j

phenylephrine HU, iBm^-j
phenylpropanolamine HCL, lSmj.

indications: Dimetapp is indicated

for symptomatic relief of the aller-

gic manifestations of respiratory ill-

nesses, such as the common cold

and bronchial asthma, hayfever
and conjunctivitis.

contraindications-. Hypersens i-

tivity to antihistamines. Not recom-
mended for use during pregnancy.

precautions: Until patient’s re-

sponse has been determined, he
should be cautioned against engag-
ing in operations requiring alertness.

Administer with care to patients

with cardiac or peripheral vascular

diseases or hypertension.

side effects: Hypersensitivity reac-

tions including skin rashes, urtica-

ria, hypotension and thrombocyto-
penia, have been reported on rare

occasions. Drowsiness, lassitude,

nausea, giddiness, dryness of the

mouth, mydriasis, increased irrita-

bility or excitement may be encoun-
tered.

dosage: 1 Extentab morning and
evening.

supplied: Bottles of 100 and 500.

vWROBINS
A. H. ROBINS COMPANY
RICHMOND, VIRGINIA 23220
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Mead Johnson Laboratories has announced a

new product, SPAR-CAL, which makes calcium,

and the vitamin D necessary for its absorption

and utilization, available in a pleasant-tasting

form.

The orange-flavored, effervescent tablet dis-

solves quickly in six ounces of water and pro-

vides 500 mg. of elemental calcium (66% of

MDR) and 200 USP units of vitamin D.

SPAR-CAL is indicated in calcium deficient

diets, in pregnancy, during periods of rapid

growth and in allergy or dislike of milk.

Individually-wrapped tablets come in packages

of 30.

BOOK REVIEWS
Questions and Answers on Contact Lens Prac-

tice
;
by Jack Hartstein. Mosby, 1968, 199 p,

$10.75.

This is a short book, consisting of a “compila-

tion of practical information” relating to contact

lens practice. As the title indicates this is not a

comprehensive review, but it does cover the major
areas rather well, if not comprehensively. The
format is excellent; a question followed by an

answer does much to maintain the reader’s inter-

est and is somewhat reminiscent of a programmed
text.

Of special interest is the excellent section on

scleral contact lens. As the author notes, if we
in the United States were more familiar with

HISTO IS CONFUSING.
Histoplasmosis can mimic such unrelated diseases as

TB, leukemia, pneumonia and syphilis. Use the blue

Histoplasmin LEDERTINE™ Applicator as the first step

in differential diagnosis and as a routine step in physical

examinations forthe permanent records of your patients.

HISTOPLASMIN, TINE TEST
(Rosenthal)

Precautions— Nonspecific reactions are rare, but may occur. Vesi*
culation, ulceration or necrosis may occur at test site in highly
sensitive persons. The test should be used with caution in pa-
tients known to be allergic to acacia, or to thimerosal (or other
mercurial compounds).

LEDERLE LABORATORIES

A Division of American Cyanamid Company, Pearl River, New York

473-9

scleral lens, we might find them the lens of choice

in a number of situations.

The author is to be commended for presenting

a number of fitting techniques, without undue

criticism or endorsement. As is well known, there

are numerous fitting techniques, most of which

are successful in the hands of a given practi-

tioner.

As is to be expected, there are a number of

points with which other authors might disagree.

This is to be expected in a field such as contact

lens fitting where much of our information is

empirical. Among these points are: wearing

schedules, indications for toric lens, desirable

types of bifocal lens, cleaning and wetting tech-

niques, wet versus dry storage and methods of

evaluating corneal hypoxia.

This book is loaded with “pearls”; unfortunate-

ly the index is somewhat incomplete, necessitat-

ing a cover to cover reading to obtain maximum
benefit. As mentioned previously, this is not a

comprehensive text; but the information avail-

able will be of benefit not only to the beginner

but to the accomplished contact lens practitioner.

It deserves a place in the library of anyone in-

volved with contact lens.

William H. Steen, Jr., MD

PUBLICATIONS RECEIVED
Hoeber Medical Division, Harper & Row, New

York: Modern Treatment, March 1969: Treat-

ment of Obstructive Pulmonary Insufficiency,

Edwin Rayner Levine, MD, Guest Editor, and

Treatment of Lymphedema, Alexander Schirger,

MD, Guest Editor.

The C. V. Mosby Co., St. Louis: Practical Urol-

ogy, by Chester C. Winter, MD; Basic Diagnostic

Radiology, by Malcolm D. Jones, MD.

W. B. Saunders Co., Phila. : Collateral Circu-

lation in Clinical Surgery, edited by D. E. Strand-

ness, Jr., MD
;
Post-Traumatic Pulmonary Insuf-

ficiency, by Drs. Francis D. Moore, John H.

Lyons, Jr., Ellison C. Pierce, Jr., Alfred P. Mor-

gan, Jr., Philip A. Drinker, John D. MacArthur,
and Gustave J. Dammin; Diagnosis and Manage-

ment of Pain Syndromes, by Bernard E. Finne-

son, MD (2nd ed.).
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Is a Kangaroo Court Judging the Supreme Court?

Not Only Doctors Are Misunderstood

"I disapprove of what you say, but I will defend to the death

your right to say it."

npHE point that I wish to make is that

the Supreme Court has been a safe tar-

get for irresponsible attack, since the

Court by tradition does not reply to its

critics; and yet, if we were to sit down
and look at the questions that have been

before the Court, most of us would agree

with the things it has done.

In 1800, John Jay, the first Chief Jus-

tice, refused appointment to the Court

indicating that he did not think it would

ever amount to much. Now, however, it

seems the Court does count.

Men Change

Mr. Gallup tells us that two thirds of

the nation is angry at the Court. We can

be sure those “Impeach Earl Warren”
signs soon will bear the same sentiment as

to Justice Warren’s successor, be he liberal

or conservative. One of the peculiar things

about the Court is that men change once

Presented to the Orleans Parish Medical So-

ciety and The New Orleans Graduate Medical As-

sembly in a joint scientific meeting, Roosevelt

Hotel, March 10, 1969, New Orleans.

Mr. Stern is a news specialist with the National

Broadcasting Company, Washington, D.C.

Attributed to Voltaire

CARL STERN
Washington, D.C.

they are elevated above politics.

Mr. Warren changed, to the chagrin of

President Eisenhower, just as Oliver

Wendell Holmes disappointed Teddie

Roosevelt, especially on the question of

trustbusting. In fact, Roosevelt once cried

out in rage that Holmes had all the back-

bone of a banana. Woodrow Wilson’s lib-

eral protege, James McReynolds, became
the Court’s all-time arch conservative. I

could mention a half dozen similar cases.

Some of the reporters who regularly cover

the Court talked with Justice Black re-

cently. We asked him whether he was con-

cerned that President Nixon was likely

to appoint a judicial conservative. He just

laughed and laughed. He suggested that

there is no way Mr. Nixon really could

predict how his choice would be ruling

ten years from now.

The Constitution

Justice Black also claimed that most
Americans have no idea what is in the

Constitution. It has been my observation

over the years that those who scream the

loudest about what is constitutional and
what is not, know the least about it. There
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are nine men in Washington who work

with the Constitution full time, and they

are not even sure what it says.

Criticism

Curiously, criticism of the Court has

come over the years from left of center. It

was not until the late 1940s that a change

began. We can trace the beginnings of the

present criticism from the right from the

1954 school desegregation decision which

was the first jarring experience for the

right. Those attacks grew considerably in

strength and support following decisions

of the Court in the early and mid-60s

striking down rural domination of the

state legislatures and other governing

bodies. In fact, Chief Justice Warren has

said that the reapportionment decisions,

and not integration, were the most impor-

tant of his 16 years in the Court. I specifi-

cally omit from this consideration criti-

cism of recent decisions which supposedly

“favor criminals.” That is one of the issues

which in my judgment is manufactured

by those already in a frenzy about the

Court because of the earlier decisions.

My point is that critics of the Court,

who arose after the 1954 school integra-

tion decision, were calling the Court athe-

istic and communistic long before the

school-prayer decision or the Communists-

in-defense-plants ruling. Just think about

it for a moment. What has happened over

the past few years is, that as decisions

come from the Court, they are distorted

by the Court’s opponents to fit the pre-

packaged propaganda that the Court is

full of hothouse liberals and pinkos.

As examples, let’s take a quick look at

those two cases.

N. Y. State Regents Prayer Decision

In the New York State Regents prayer

decision in 1962 (then the Madeline Mur-
ray case and the Schempp case a year

later) the Court said, in essence, that offi-

cials of a state, such as a board of regents,

or a principal, or a teacher, may not com-

pose or select a prayer and impose it on

schoolchildren. The Court did not say that

children cannot be given inspirational

moments to meditate according to their

own spiritual beliefs. It did not say that

the Bible could not be studied in school

or religion discussed. All it said was
that school officials could not impose their

choice of prayer on a captive audience of

young people. There was certainly noth-

ing unreasonable about that, but does any-

one ever explain it?

In fact, a great many lawyers think

that the Court has gone too far to support

religious activities. Within the last term,

for example, the Court upheld the New
York state’s purchase of textbooks and
classroom equipment for parochial schools,

and it refused to invalidate the use of

public tax money to transport parochial

school students to class. That is a prac-

tice, by the way, which five state supreme
courts thought was unconstitutional.

The Court still opens each morning
with a “God bless this honorable court.”

It has refused to disturb the reference to

God in our currency, anthem, motto and

so on. In such cases an official is not im-

posing his idea of God on children. That

is all the Court prohibited.

Communists-in-defense Plants

As the second example, that of Com-
munists-in-defense-plants, the Court
agreed specifically that the government
had every good reason to keep out of de-

fense work persons who might be spies or

might commit espionage. But the statute,

as written, was far too overreaching. It

would keep from companies doing defense

work inactive Communists (as well as

active)
,

theoreticians, dialecticians—all

sorts of people whose only offense might

be political unorthodoxy. Do we penalize

people for their political beliefs?

The Court merely said to Congress this

law is no good. If you want to keep poten-

tial saboteurs out of defense plants, then

enact a law to get at that problem, and

not just against people who allegedly “be-

long to organizations that help Commu-
nism.” The statute was just about that

vague. It was part of the law that Harry
Truman vetoed in 1950 as silly and coun-
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ter-productive, only to be overridden. I

doubt that many listeners would disagree

with the Court if they sat down and read

the case.

Two justices disagreed, White and Har-
lan. But I cite that for one other point, ie,

despite all this talk about 5-4 decisions

and “should one vote decide the fate of

the nation,” such split decisions are rare.

When they do come it is very often for rea-

sons tangential to the issue. For example,

in the Communists-in-defense-plants case,

Harlan and White simply restated their

belief disputing whether there is a right

of association which is protected by the

Constitution. They did not feel that the

Court had the expertise to handle cases

dealing with controlling subversives. How-
ever, they certainly did not consider their

colleagues to be “soft on Communism.”

Miracle If All Agree

Given any question, it is a miracle if

nine lawyers agree with each other. What
is most surprising is that about a third of

the cases that come before the Court each

year are disposed of unanimously. You
could count with your fingers the number
of 5-4 decisions. How many people recall

for example that the historic school in-

tegration decision was unanimous, 9-0?

At one time, the pollsters told us a major-
ity of the American people disagreed with
that decision. It is now down to about

15 percent of the population. I have never

understood why that decision was hard
to fathom.

Segregation

The Court was saying that we would all

instantly recognize that a wrong had oc-

curred if, for example, a man came in-

nocently into your house and you broke
a chair over his head. We can all see the

legal injury. What the Court was trying

to make clear is that the injury can be
just as great when you tell him that he
cannot buy the house, or send his children

to school with your children, and so on
just because his skin is black. That does

inflict an injury which is something more
than ruffled feelings. Segregation pro-

duced very deep injuries, and if the Court
had to go to sociologists (as its critics

say) to determine the extent of that in-

jury, well then so be it. As many of you
know from personal experience, the courts

call upon the other professions for all

sorts of testimony on physical and psy-

chologic injury. There was nothing shock-

ingly novel in the Court’s use in 1954 of

expert psychiatric and sociological testi-

mony to assess the damage of school segre-

gation.

Tinker Case

Of course, taking the Court’s decision

out of context can distort what it does.

A good example of that was apparent re-

cently in the Court’s Tinker decision in-

volving five schoolchildren in Des Moines,

Iowa who were ordered out of school

until they removed black armbands which
they were wearing to signify their mourn-
ing over the continuation of the Viet Nam
War. The Supreme Court rejected that

order by the school administrator. It said

that the right to express oneself politi-

cally does not stop at the schoolhouse gate,

unless, of course, that expression disrupts

classes. No overt disruption was alleged

in the Tinker case. What is more, the

school authorities freely permitted other

children to wear political buttons back-

ing various candidates for President. Only
the Viet Nam protest was excluded.

Justice Fortas took great pains in the

majority opinion to point out that the

traditional authority of school officials to

maintain rules of dress and decorum in the

schools was not under attack in this case.

“If protest interferes with other students,

it can and should be prohibited,” he said.

A similar question was so resolved recent-

ly with respect to colleges. Just last fall,

the Court went along with Dallas school

authorities who suspended teenagers for

wearing Beatle haircuts. So if anything,

the Court has been rather fuddy-duddy.

Decision Greeted

Nonetheless, as you might suspect, the

Court’s veiy limited decision was greeted

with the usual hysteria. Here is one exam-
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pie, although I could have brought a dozen.

It is a newsletter to constituents by Con-

gressman Roudebush of Indiana. It is en-

titled “Supreme Court Aids Anarchy.” It

says that the Supreme Court has opened

the door to disruption in our schools and

has stripped away the power of school of-

ficials to do anything about it. It warns of

students defying and flaunting orders and

disrupting classes. And then it says that

past decisions of the Supreme Court “have

taken God, prayer and Bible reading out

of the schools. Now the Court has removed

discipline.” And it concludes by saying

that is why “The court is to blame for the

permissive society we are suffering.”

I noticed some cartoons in the news-

papers recently. One depicts a young man
labeled “student militant” running with

a burning torch toward some campus
buildings and shouting to a passerby “The

Court has o.k.’d limited protest, so we’re

only going to burn three buildings.” The
other cartoon was of the same nature.

The Court said just as clearly as it could

that its decision was limited to nonviolent

or disruptive conduct. So how do you ex-

plain these attacks. Perhaps it is the sort

of political mischief which follows so many
of the Court’s decisions. What I am anx-

ious for you to understand is that there

is a very concerted and successful ongoing

campaign to discredit the Court, and I

would hope that you develop a certain in-

tellectual immunity to it.

Obscenity

Let me give you another example. I am
referring now to obscenity. The Court’s

public reputation has been hurt as badly

on the obscenity issue as on any other. In

fact, you may recall the Fortas confirma-

tion proceedings in the Senate featured

such diverting entertainment as a showing

of “dirty movies” which were allegedly ap-

proved by the Court although, incidental-

ly, the Court never saw the movies.

A group called the Citizens for Decent

Literature had a campaign going claiming

that the Court had opened the flood gates

on a deluge of new pornography by revers-

ing 22 obscenity convictions in one term.

It said the Court, therefore, was also re-

sponsible for increased juvenile delin-

quency and the rise in illegitimate births

!

Yet the fact is a great many lawyers be-

lieve that the court has developed a work-

able standard for the first time to coun-

ter obscenity without reducing the level

of what we can read and see to that which
is acceptable for 16-year-olds.

The Court says first that hard-core por-

nography, filth for the sake of filth, ma-
terial without any redeeming social or ar-

tistic value, may be kept from public sale.

However, most pornography is found in

much more sophisticated context. As to

this material (and this is where the prob-

lem has been over the years) the Court

requires only that it must be kept out of

the hands and sight of juveniles; and,

secondly, it may not be thrust upon people

or pandered.

In short, a great deal of written and

visual material exceeds the customary
limits of candor. But can your neighbors

tell you (as an adult) what you can and

cannot read? Should a film producer who
places some of the erotica of life into his

moving pictures face going to jail for hav-

ing been a little too realistic? Should you

face jail for attending the picture? Sex

is a part of adult life. D. H. Lawrence
once observed “What is pornography to

one man is the laughter of genius to an-

other.”

As long as it is kept away from juve-

niles and is not thrust upon those who
want nothing to do with it, why should

consenting adults be penalized? There is

no evidence of harm. In fact, as if to prove

the workability of the new Supreme Court

standards, Chief Postal Inspector Henry
Montague told Congress about a year ago

that mail order pornography complaints

plunged 30 percent in the two years fol-

lowing the Court’s decision aimed directly

against the pandering of smut. I do not

recall that anyone headlined that figure

or brought that to the attention of the

American public.
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Least Defensible

Perhaps the least defensible of all the

nonsense you hear about the Court is the

charge that it is “soft on crime” and has

“handcuffed police.” On the contrary,

there is considerable evidence that the

Court has bent over backwards in some
vitally important matters to extend the

authority of the police. But let me hold

off on that.

Bill of Rights

It might be helpful, at the outset, to

understand that the provisions of the Bill

of Rights were enacted originally as limi-

tations only on the police power of the

federal government. This guarantees such

things as your right to a lawyer, your

right not to be forced or tricked into sign-

ing a confession, your right not to submit

to a search of your home or person unless

the police have already convinced a mag-
istrate you are involved in some sort of

criminal enterprise and have obtained a

warrant.

14th Amendment
However, a century ago the 14th

Amendment was added to the Constitution

requiring that the states accord to each

citizen the rights and immunities of fed-

eral citizenship. Therefore, beginning in

1925 and in a process which continues

still today, the Court gradually has been

insisting that the states too must obey the

Constitution. Certainly there is nothing

outrageous about that.

The States

The extent to which the states have

ignored the Constitution defies imagina-

tion. I learned recently that in the city of

Milwaukee, between 1929 and 1961 (when
the Supreme Court intervened) only twice

had the police applied for search warrants

despite the requirements of the Constitu-

tion. Americans fought a revolution to rid

themselves of the hated Writs of Assis-

tance and general searches without war-
rants to which the British had subjected

the colonists. Yet the word apparently had
not reached even as progressive a city as

Milwaukee

!

Confession Worthless

I cite another example which was re-

ported recently from Louisiana. Two sus-

pected burglars picked up by the police

were being transported to the police sta-

tion. Halfway, the police stopped the sta-

tion wagon in a dead-end alley, unloaded

the prisoners and then rolled down the

window to free a police dog who had been

trained to bite where the policemen point-

ed. Lo and behold, on the eighth or ninth

bite (the record was not clear on that) the

men confessed that they had committed

the burglary. Louisiana saw nothing

wrong with that confession. Fortunately,

a federal court did. Not only was the po-

lice practice deplorable and contrary to

constitutional standards, but also the con-

fession was worthless. It tells us how
many bites the men could take, but it does

not really tell us whether they broke the

law.

Florida Supreme Court

And if you think that was bad, by the

way, the Florida Supreme Court recently

held voluntary a confession obtained from
a prisoner who had been held naked in a

stone cell, without light or sanitation, and

who had been given three ounces of soup

a day as nourishment. On the 14th day,

he signed the confession. I am talking

about something that happened about a

year or so ago—not in the 16th century.

You might say these are rare excesses.

But the point is, had the states shown any

inclination to slap down such procedures

the Supreme Court would never have had

to interfere. But some states just go on

blithely ignoring the Constitution.

Turning Point

Historically, the Supreme Court showed

only a slight disposition to intrude on

what the states were doing. The first came
in 1932 when it ruled that it was unfair

to execute impoverished Negroes without

giving them a chance to obtain legal help.

That was considered a bold decision. How-
ever, 1949 was the turning point. The
Court warned the states that they could

no longer ignore the fundamentals of a
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fair trial; it implored them to observe

constitutional requirements. Many states

did. However, it was not until a dozen

years later (in 1961) that the Court sum-

moned up the courage to blow the whistle

on police who refused to heed basic con-

stitutional standards.

Exclusionary Rule

It applied what lawyers call the “exclu-

sionary rule/’ It said, in essence, we told

you to stop violating the Constitution in

the way you gather evidence and conduct

trials. You have refused to. So we will do

the only thing we can do in such circum-

stances. We will reverse any convictions

you obtain using illegal evidence, and

make you try the defendant all over again

without it. Most of the screaming over the

application of that rule has been greatly

exaggerated. But remember there are lots

of people still burning over the integra-

tion and reapportionment decisions who
enjoy screaming about the Court.

Mallory Rule

The Court’s detractors tried to give the

impression that thousands of criminals

had been turned loose to run amok in the

streets to rape and plunder. As an exam-

ple of how ridiculous that is, consider the

Mallory Rule which sought to exclude con-

fessions where persons were held at great

length, often incommunicado. It was the

first big controversial ruling. But what
happened? In the first ten years of its

use, 132 men had to be retried, exclud-

ing this time confessions which had been

gathered by holding them indefinitely

without legal help or even charges. Of the

132 men, 9 ended up acquitted or the fed-

eral attorney elected to not reprosecute. In

other words, the cost of preserving a great

constitutional right for all of us was that

one suspect a year went free.

Miranda Rule

The Miranda Rule dealing with confes-

sions otherwise unlawfully obtained is

perhaps the most controversial. It required

that the police tell the defendants what
their rights were. The critics of the Court

do not often note that Miranda was really

four cases, and that all four men were
reconvicted on remand (but this time

without the illegal confessions).

Emphasis on Confessions

The whole emphasis on confessions is

amusing inasmuch as they are used in

about 5 percent of all prosecutions, and
their values have always been suspect in

the law. The debate started not over their

constitutionality but over their reliability.

Confessions are too easily obtained. A
recent book on the Wylie-Hoffert murders
in New York shows how two iron-clad

confessions turned out to be wrong. One
confession was 61 pages long with details

allegedly only the killer could know. The
police interrogation technique was im-

planting details. It might be interesting

to note that the FBI voluntarily adopted

the so-called Miranda rules 21 years ago.

The FBI has hardly been handcuffed. It

has a yearly conviction rate of 96 to 97

percent

!

Of course, the FBI is a professional

police organization. It does not come into

Court waving a piece of paper. When you
read in the newspapers that a hardened

criminal went free because the prosecutor

was prevented from introducing a ques-

tionable confession because of that damned
Supreme Court, remember the prosecutor

certainly could have gone forward with

the rest of his case (the witnesses, scien-

tific evidence, and so on) if he had a case.

Where was it? Do we send people to jail

on the basis of their signing a piece of

paper ?

Sam Sheppard Case

I remember most vividly the Sam Shep-

pard case. Two hours after the police ar-

rived at the murder scene they concluded

that Doctor Sheppard had killed his wife.

They spent three days at the hospital try-

ing to get a confession out of him. They
never did. They did not manage to get the

scientific identification unit to the house

until 19 days after the murder. By that

time, any chance of finding meaningful

evidence had disappeared. For example,
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Boy Scouts had trooped through the prop-

erty searching for the murder weapon.

The point is, had police done their work
gathering evidence instead of just trying

to do it the easy way, getting a signature

on a piece of paper, we might know today

who killed Marilyn Sheppard.

Conviction Rate

I did a survey last April of prosecutors

across the country and could not find one

who said his conviction rate had gone

down under the new rules. I remember
Police Chief Fred Jenkins of Atlanta tell-

ing me that his men are producing much
more solid evidence now that they have

to operate under professional standards.

Fewer cases are being lost in Atlanta. The
only blemish in an otherwise sanguine

picture is that we do not know to what
extent the rules are being followed. Recent

studies showed, for example, that in New
Haven the Miranda warnings were being-

given to about one suspect in five and in

Washington, D. C., police were discourag-

ing defendants who wanted lawyers. Only

about one in seven actually ended up exer-

cising his right to have a lawyer as the

Constitution provides.

If there had been an increase in crime

(and there has been) it seems silly to

attribute this to the Court as I hear some-

times. There was a time when a precinct

captain was in trouble if he reported too

much crime in his district. Today, he gets

more manpower, money and sympathy the

more crime he reports.

Teenagers

There are some statistics you might
think about. First, 12 percent of our popu-

lation (our teenagers) commit about half

our crime. Adult crime in America has in-

creased less than 1 percent since 1965.

It is quite an indictment of our society

when more crime is committed in our

country by 16 year olds than by any other

age group. It is certainly passing the buck
to blame the Court for that.

Secondly, on all police, courts and cor-

rections in the United States we spent

about four billion dollars last year which

was half what we spent on liquor and one

twenty-fifth what we spent on automo-
biles. It is obvious that we are just not in

the market for law and order. That has

nothing to do with the Court.

Police Win
I said earlier that I think the Court is

essentially pro police. Without elaborating

at length on that, let me say police win
about 95 of every 100 cases reviewed by the

Court. They just won another big one on

wiretapping. Last term, they won the right

to stop and search people on the mere
hunch they may be lawbreakers although

the Constitution clearly requires “proba-

ble cause” to search someone. Also last

term, police won the right to seize without

a warrant a wide assortment of evidence

which had been prohibited before, and
most important, they won the right to

have warrants issued on the mere hearsay

of a so-called reliable informer without

having to demonstrate to anybody that

they actually did have a reliable informer.

With that decision, the Court demolished

the constitutional barrier against easy

access to search warrants. All the police

have to claim is “We had a reliable in-

former . . . give us one.” That sort of pro

police decision is far more important than

these rules of limited application like the

ones about confessions.

These rules are important in preserv-

ing a democratic system. If our only in-

terest was efficiency in police work, well

then of course we would want a police

state. But we don’t.

Obviously, we do have a higher pur-

pose than just to make it easy to catch

crooks. Justice Black put it well during

a television interview. He was asked if a

certain rule had not made it difficult to

put people in jail. His answer was “It’s

supposed to be difficult.”

Rights of the Individual

Other things are said about the Court

which should be put to rest. One is that the

Court is defying the majority will of the

people. Well, of course, that too is the way
it is supposed to be. The founding fathers
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made it clear that the Congress and the

legislatures would represent the will of

the majority; the Court was to represent

the rights of the individual in the face of

the majority. The second silly thing that

you hear is that “It’s time for the Court

to expand the rights of honest people, but

why do they have to give all those rights

to criminals ?” The Constitution speaks

only of the rights of citizens. Until a

person is a criminal suspect, the right is

meaningless. To remove it for ‘‘criminals”

is to remove it for everyone.

Perhaps too there is a notion I think I

have heard that the Court is no longer in-

terpreting the Constitution but is rewrit-

ing it. That is something I have never

quite understood. The founding fathers

had a chance at the Constitution Conven-

tion to draft a code with specific statutes.

However, they rejected that in favor of a

Constitution with guiding principles

which could be addressed to the issues of

the day ... a document which, as Chief

Justice John Marshall said, “could endure
for the ages.” Those of you who come to

visit my city, for example, can look inside

the Jefferson Memorial and there you will

see his four famous dissertations on our

constitutional systems of law and govern-

ment. One is “As the times change, so

must the law change.”

Conclusion

The Supreme Court has changed some
of the legal rules of the road. But it has

remained fixed to that constitutional polar

star of fairness, faith in the law and faith

that a democratic society can absorb and

come out all the better for its tumult and

discomforts in its search for something

better.

It is just a pity that the Court’s work,

which seems so right most of the time to

people who can follow it closely, gets so

distorted sometimes by accident but also

sadly often intentionally.
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The Need of Applied Observational Research

Into the Delivery of Medical Care

• Less than 2 percent of all medical research which has been done

to date has been in this much neglected and very important area.

This is not test tube research. This type of research can only be

done by the family physician because of his most favorable position.

This is first contact—continual, personal, comprehensive and natural

—surrounding medical research. If we are going to have any suc-

cess in understanding and delivering medical care, we must have

this fundamental knowledge not only to anticipate better care sys-

tems of the future, but also to build up a special body of knowledge

that can be transferred from one practitioner of medicine to another.

TTERY early in our long and detailed

* studies toward establishing family

practice as a discipline in its own right,

it became very clear to us that the area

of primary care we were concerned with

had very little documented research or

even any supportive literature. We found

that less than 2 percent of all research that

was done in this country was in the area

of primary health care. There were scat-

tered bits here, some in England, Austra-

lia, the Netherlands and there was less

in Canada.

Favorable Position of Family Physician

As our studies progressed, it soon be-

came clear that there was not only a great

need for research in this area, but that

there was a distinct obvious outline of

exactly what type of research was needed

and why it was needed. It became appar-

ent that we needed research that would

take advantage of the special position of

the family physician. We needed to exploit

not only his favorable position but his

special privileges also.

Distinguishing Feature

One of the important, distinguishing
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features of the family physician is that

he is usually the first doctor to get into

contact with the disease. This vantage

point puts us in a good position to do

research in early diagnosis and in primary

and secondary prevention of disease.

Other Characteristics

Another characteristic is the continuity

of the family physician’s contact with the

patient. Therefore, we could do longitudi-

nal studies. A further characteristic is

the close contact personal character of his

relationship with his patients. Here you

could study the influences of emotional

stresses and of psychological, constitu-

tional and inheritable factors. Another

characteristic is the comprehensive view

of family practice which would enable

us to link early and late stages of disease

and to integrate the somatic, psycholog-

ical and social aspects involved.

Important Privilege

Our most important privilege is seeing

the patient against the background of his

natural surroundings, especially in his

family group. What an excellent opportu-

nity this is to do epidemiological studies.

We could study the interactions between

members of a family and also those be-

tween the patient and his environment in

a wider sense. This is the most important

area in which I believe our knowledge and
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observations will crystalize into a specific

science. Much research needs to be done

in this area, and no other physician has

a better opportunity.

Vast Area in Medicine

These considerations represent a vast

area in medicine that is of special impor-

tance now that the progress of medicine

and medical care has shifted the accent

from the repairing of gross organic lesions

to the curing of functional disorders and

the prevention of disease. These represent

some of the areas of medical knowledge

where progress in treatment and manage-
ment has been delayed for lack of research

activities. If we are successful in our ef-

forts, it will be of great value, not only to

us, but also to our colleagues in other

branches of medicine and to medical

science as a whole.

Special Knowledge Needed
We need to build up a body of special

knowledge that can be transferred from
one family physician to another, a basic

body of knowledge from which all future

progress can emanate. At the onset we
should concern ourselves with applied ob-

servational research and not pure experi-

mental research. As we develop experience

and expertise, our role will probably ex-

pand.

Family Practice Discipline’s Function

There is need of research by us which
concerns our family practice discipline’s

function. First, we should delve into the

functions of the family physician himself,

present and future, and then we should

investigate the whole complex of health

care to determine new approaches to his

place in the totality of health care. Here
we must consider his role with social

workers, nurses, and other developing phy-

sician assistant personnel. We should con-

sider the possible team approach of a phy-

sician with certain fitting ancillary per-

sonnel at his side as a possibly more effec-

tive answer.

Functional Office Plans

We should also investigate and eventual-

ly be able to make recommendations as to

functional office plans and requirements

for the individual practitioners as well as

those in group practice. There are ever

increasing new developments in, for ex-

ample, office laboratory procedures and
electronic hardware to better assist the

physician to have distant consultation, or

to continue his postgraduate education,

or to better utilize his own time for pro-

fessional matters. These should be eval-

uated and periodically demonstrated as

units of function. New record keeping sys-

tems with pass-on ability with less time

consumed in record keeping and builtin

statistical and research potential (and

with immediate recall and review) should

be investigated.

Physicians Should Recommend Changes

One of the main reasons why we must
do research is to be better prepared to

adapt and recommend, not only to keep up,

but to be ahead of our changing social and

population requirements. All of medicine

has been at fault in this respect. We should

not have to react to external pressures

for change. We are the most knowledge-

able about our potential professional ca-

pabilities and the people’s demonstrated

needs for care. We should always be in the

position of recommending changes and

not be in apparent opposition to changes

until we are forced to compromise. This

has not only been responsible in many
cases for unnecessary delay; but it has

contributed much to our poor image in

the public’s view.

American Academy of General Practice

The American Academy of General

Practice, through its Clinical Investiga-

tion Committee and its Cancer Commit-
tee, has been for about two years making
some very promising determinations of

the research ability and potential in this

area. For example, inquiries have been

made of our membership (which totals

about 31,000) as to the number of physi-

cians who would be willing to do research

in their own area of practice, and, if so,

in what area of research would they like to
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participate. The resultant totals were over-

whelming1 and indeed most heartening be-

cause one of the basic essentials of our

type of research will be widespread,

varied, community physician participa-

tion.

Cancer Office Detection Program

Answering a questionnaire is one thing,

but actual participation is another. The
first test of potential participation came
when our Cancer Committee mounted a

cervical cancer office detection program.

Participation in this controlled study in

cooperation with the US Public Health

Department was extremely gratifying. Al-

ready, over a million Pap tests have been

accumulated; as a matter of fact, they are

well on their way to the second million.

They have incorporated a five-year fol-

low-up; and now they are incorporating

a breast cancer detection program.

Tremendous Potential

This project has demonstrated to us the

tremendous potential of our abilities. It

has demonstrated that thousands of phy-

sicians from about every state in the

union and from varied community envi-

ronments (when they understand a pro-

posed project and when it is set up to be

considerate of their time) will be eager

and willing to cooperate. This project has

also demonstrated cooperation between

physicians doing the tests, their office

personnel, many pathologists, local and
state academy organizations and the US
Public Health Department. The evolve-

ment of this experience itself will con-

tribute to our know-how for the future.

An interval report of this study will soon

be made available.

Clinical Investigation Committee

Our Clinical Investigation Committee in

cooperation with the University of North
Carolina is doing a very extensive and
sophisticated study aimed at trying to

find answers to the following questions:

1)

The types of primary health care

systems available to various selected com-
munities in the United States.

2) The patterns of utilization of the

sources of health care. The patterns of

utilization include: The extent of utiliza-

tion of professional and non-professional

services by various segments of the com-

munity, and barriers to utilization, delay

in seeking care, costs of care, and the de-

terminants of seeking alternate sources

of care.

3) Degree of patient satisfaction with

the existing health care systems.

4) Measurements of the efficiency

and effectiveness of the various systems

of delivering care.

Study Moving Well
This study is moving along well. We

not only expect to have useful informa-

tion from the study itself; but wre are

gaining much vital experience in working
with a university. To date, we find this

experience very gratifying. The univer-

sity has been providing the expertise, and

our group has been providing the prac-

tical input. At the present time, we feel

that this type of association will be very

useful. To me, this association is a prac-

tical example of the usefulness of the

“university without walls” concept of con-

tinuing education and joint research en-

deavor potential. It will be most beneficial

to practitioners and medical educators

and will do much to bury the “town-gown”

concept.

Coordinating Body Needed
I have outlined some of the needs, some

of the potential and some of the results

that have already been attained; but this

is only the beginning. Since it is only the

beginning, we feel there is a great need

for a coordinating and evaluating body to

serve as a clearing house, a quality control

center which would also provide source

material and information. We are of the

opinion that this type of coordinating

body is now most important since there

are, all of a sudden, piecemeal studies

which are being done by all sorts of varied

interests; and many of them have little,

if any background of knowledge in this

area. Many of these are repetitive in that
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they are already accomplished; and if these

energies could be channeled or directed,

they would prove to be far more useful.

Purpose of Council

We have made a detailed proposal for

the formation of a research council whose
purpose would be to:

1) Consider and coordinate research;

2) Generate and stimulate research

project (s);

3) Develop a scientific body of knowl-

edge in family medicine;

4) Accumulate and publish scientific

knowledge; and

5) Contribute to the advancement of

medical science.

Members Should Be Knowledgeable

The physician or other scientists selected

for the appointment to the council should

have a sound knowledge of current activ-

ities in the area of family practice and

of the concept of comprehensive care. The
persons considered should have the ability

to analyze the functions of family physi-

cians and relate those functions to needed

research. In addition, they should have

demonstrated vision to project for the

future. Council members will need to be

well informed on the public’s needs and
expectations regarding comprehensive

care and services of family physicians.

Research Director Needed

There would be a research director ap-

pointed to administer the program. We
feel that this project could best be carried

out under a nonprofit, foundation type of

organization that has the most knowledge
and interest in the field, namely, the

American Academy of General Practice.

Application for Grant

We have gone one step farther and have
submitted an application for a grant for

financial support for the purpose of a

“Feasibility and Planning Study for a

Family Practice Research Center.” It is

fundamental that any meaningful research

must be preceded by sound planning be-

fore any specific project is undertaken.

This proposed study will be for the pri-

mary purpose of determining specific

guidelines as to the type and nature of

research that should be undertaken; the

methods of approach to this research; the

organizational setup; the specific type of

research center that would be required to

fulfill our needs; the nature of the con-

trol of evaluation; the personnel require-

ments and equipment needs; proposed loca-

tions; estimated costs; proposed budgets;

and long-term planning for continuity of

such a research effort.

The Raison D’Etre

I am the first to admit that this is a

considerable endeavor; but so is the re-

sponsibility we have assumed when we
established ourselves as a distinct primary

specialty. There is an urgent need to shore

up our branch of the profession with a

specific scientific foundation. It has been

said that perhaps even the survival of

our branch of medicine is more or less

dependent upon our success in research.

We shall have to furnish the raison d’etre,

and much more research will have to be

done if we are to provide convincing an-

swers to the questions raised in this re-

spect all over the world.

Worldwide Interest

There is a growing worldwide interest

in family health care which is evidenced

by the increasing number of studies being

made by other countries and the requests

that are received by us for informational

support. There is a great need for us to

publish and systematically record our pub-

lications as reference materials for all

such interests to build upon. My personal

long-standing convictions of the needs of

such an effort have recently been greatly

strengthened and supported by virtue of

our having to make recommendations to

medical schools and to curriculum com-

mittees as to specific ways of teaching

family medicine and the unique family

approach.

Difficult Task

For example, we must integrate the dis-
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ciplines most related to behavior and syn-

thesize a body of knowledge on basic hu-

man behavior. This is a difficult task since

there is no readily available body of knowl-

edge as exists in other basic science dis-

ciplines. If we are going to effectively

advance our knowledge of the relationship

of human behavior to illness and health,

we must both teach the basic information

relevant to medicine and energetically pur-

sue research to develop the science of

human behavior. We have a great deal to

contribute to this area, and many medical

educators have already advised us of our

responsibility and opportunity to assist

them.

Daily Practical Pharmacology

Another example of the need of mean-
ingful research that has both educational

and practical value is the area of drugs

and drug therapy, daily practical pharma-
cology. The greatest laboratory of poten-

tial drug usefulness is the doctor’s office

and the close patient observation oppor-

tunities afforded by his patients. The bio-

chemists, the scientists can, in their lab-

oratories, synthesize, produce, and animal

experiment their prospective drugs; but

the real laboratory is in the field usage

of the drug. This is the exposure that the

medical student needs to understand drug
therapy. This is the area that needs to

be continuously and systematically re-

searched, and the practicing family phy-

sician’s office affords the best place for

such research. Maybe then we can make
some sense out of the mass confusion that

exists in drug therapeutics today.

Today’s Medical Student

If we are indeed concerned, as we prop-

erly should be, about the future of med-
icine, then we must be concerned about

more doctors; and if we are concerned

about getting more doctors into the pa-

tient care field, then we must be respon-

sive to the wishes and interests of the

medical student of today. Properly, the

medical student of today is not satisfied

to accept a statement of medical fact un-

less it is supported by research evidence.

This is a healthy, most necessary ap-

proach, especially if we are to better un-

derstand our areas of practice which we
for a long time called the “art” or the

“experience of medicine.” We must pro-

vide these young, probing, searching

minds in medical schools, in our residency

programs, and beyond their formal educa-

tion with the opportunities and means to

search out these answers and provide the

knowledge we so sorely need.

Conclusion

I would have you please understand that

this is an incomplete summary of a vastly

important but unknown area. We need to

develop an optimistic, pioneering philos-

ophy with courage to probe the difficult

and the unknown. We must discard the

age-old attitude of the family physician

as an unscientific bedside manner special-

ist. We need to hold our heads high. We
need to appreciate that with recognition

there is an associated responsibility, and
that we must make our contribution to-

ward the overall welfare of medical

science. We must recognize the urgency of

this effort and should now prepare our-

selves to give this effort high priority.

Finally, I would like to extend a plea

and a challenge. To develop a successful

plan, we need the contributory knowledge
of many who are specially qualified. We
need advice from educators, social scien-

tists, research administrators, experienced

practitioners, from virtually all disciplines

of medicine, from universities, medical

students and from government. We need

brains, we need know-how, and we need

the means; but above all we need convic-

tion and dedication to give this idea a good
controlled “all systems go” trial.
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An Existential Psychiatrist’s "Holistic”

Comments on Violence

• "But if we have learned anything from the way human thought

develops it is that only by permitting a certain 'wildness' of thought

can the community bring forth its creative thinkers."

—Eugene Fontinell, New York, "Cross Currents,"

Winter 1966

COCIETY has once again focused its at-

^ tention on hatred and violence follow-

ing the assassination of Robert F. Kenne-

dy. Homo naturalis, an organism endowed
with life, driven by its immanent craving

for the things that sustain it, is repulsed

and rendered destructive by those things

that threaten it. In this sense, hatred and

violence are instincts appropriate to life.

Instinct is a diffuse, commanding
awareness: it is Being claiming its own.

Without instinct the freely chosen and

spontaneously initiated avenues of a hu-

man being’s evolution lie blocked and

meaningless. Organismic design inbuilds a

vacuum that needs to be filled. Instinct

acts on this incompleteness and openness;

it urges man to fulfill himself. Instinct

makes us aware of our state of emptiness

or completion.

A naturalistic theory of values, accord-

ing to Ludwig von Bertalanffy, rests

upon instinct, and from it other systems

of value emerge, such as the Decalogue,

the Golden Rule and Kant’s postulate of

the CategoricalImperative.* * Aggression

Doctor Bruschi is Chief of Psychiatry, Vet-

erans Administration Hospital, Shreveport. Chap-
lain Scherer is the Resident Chaplain, Veterans

Administration Hospital, Houston.

* “Because they are rooted in instinct of a mod-
erately social species, the Golden Rule and similar

precepts are common ground of morals among
most different people and cultures.” . . . “The
Naturalistic theory of value is based on science

or rather scientism. In one way or the other the

maintenance of the individual, the survival of so-

W. C. BRUSCHI, MD
Shreveport

J.
P. SCHERER

Houston

and violence are instincts. Violence is

therefore a value.

Human nature, as an enduring act,

contains within itself the blueprint of its

course toward completion, its realization

of self. Blueprints imply purpose. Pur-

pose introduces the concept of intended

effect, something that occurs intentionally

within a context of linear causation. Pur-

pose, Socrates argues in Plato’s Phaedo, is

the meaningful foundation of action, not

action itself. The mind strives to actualize

only that which it deems best for human
nature.**

As an instinct of human nature, violence

tends to actualize a global plan for sur-

vival. From this, violence derives its mean-

ing. Its meaning may differ in that what
may be of value to an individual may not

be so for the species, and vice versa. Sur-

vival of the species and survival of the

ciety or species, the greatest happiness of the

greatest number appear as ultimate value. Ob-

viously, every healthy animal has an instinct or

drive for survival, and in gregarious animals

there are instincts for survival of the group.

But, just because this is a general biological prin-

ciple, it has nothing to do with specifically ‘hu-

man’ values expressed in the traditional trinity

of the true, beautiful and good, leading to human
culture, science, art and religion.” “As modern
ethnology has elaborated in often surprising de-

tail, Homo sapiens has little reason to boast about

his ethical principles, which are but verbaliza-

tions of the instincts of social animals.” Berta-

lanffy, L. von; Robots, Men and Minds. New
York: George Brazillier, 1967, pp. 39, 41, 42.
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individual are not necessarily mutually

compatible values.

Violence expressed by a single individ-

ual may engineer the survival of the

species. Yet, private acts of violence, no

matter how coherent they are to the in-

dividual, can become tabu because of their

social discordance. Does this explain the

enactment of the Ten Commandments, the

Golden Rule, the Koran, the Categorical

Imperative of Kant? Though individual

acts of violence may be collectively dis-

cordant, they need not be senseless, illogi-

cal or inaccessible to explanation. But a

hierarchy of values exists: survival of the

species, since it is a prime value, overrides

the lesser value of private acts of violence.

When an act is in accord with being,

that is, when it is performed in the service

of a value, how does this hierarchy de-

velop? How do group values take prece-

dence over individual values? One of the

factors in the development of more impor-

tant values must be the fact that individ-

uals can survive only within the species.

Extinction of the species and extinction of

the individual go hand in hand thus pri-

vate acts of violence are values though

consonant with individual survival, in the

interest of the species become relevant-

ly liable to suppression. They become il-

legal, immoral, contrary to consensually

evolved and validated norms of social be-

havior.

What about such senseless, meaningless,

irrational and chaotic acts that endanger

the species? What about their perpetra-

** “Soc. . . . Then I heard some one reading, as

he said, from a book of Anaxagoras, that mind
was the disposer and cause of all, and I was de-

lighted at the notion, which appeared quite ad-

mirable, and I said to myself: If mind is the

disposer, mind will dispose all for the best, and
put each particular in the best place

;
and I

argued that if any one desired to find out the

cause of the generation or the destruction of any-

thing, he must find out what state of being or

doing or suffering was best for that thing, and
therefore a man had only to consider the best for

himself and others and then he would also know
the worse, since the same science comprehends
both.” The Works of Plato, edit. Edman, Irwin.

New York: Modem, p.163

tors? Often the objective scrutiny of the

culprit fails to find any meaningful foun-

dation for such acts. If at least they served

to ensure the individual’s survival, they

would make sense. But this is not often the

case. These acts would have to be labeled

immoral nonetheless because they put in

jeopardy the life of the species.

How do we account for these acts of vio-

lence? How can an instinct, craving for

satisfaction, turn against itself and de-

vour itself in the effort to survive? How
do we explain a kind of violence that

transcends biological usefulness, a vio-

lence beyond the context of an adequate-

ly exhaustive performance?

Senseless violations of social norms,

which have been enacted to uphold the

primacy of individual survival, in them-

selves cannot be labeled immoral or ille-

gal. They do not exhibit an intelligible

causality. They are not effects to which
a cause is patently and directly related.

An act conceived in the interest of sur-

vival and at the same time participating

in the absurd is the problem we modestly

are setting ourselves to solve.

We join Bertalanffy and W. A. Weiss-

kopf in agreeing that man does not live by
bread alone. There is a hierarchy of values.

Beyond the naturalistic, based as it is

upon instinct, other values exist that re-

late to what Bertalanffy designates as

“symbolic superstructures” created above

the instinctual level.

Symbolic universes are man’s unique

product. Man alone can devise a stand-in

system for his own thought: the symbol,

with which he designs his world, a world

in which he can achieve self-actualiza-

tion beyond the boundaries of the concrete,

finite, somatic structure which contains

him.

Bertalanffy, who inspires these lines,

is convinced that the formation and use

of symbols alone distinguish man from the

subhuman. Yet we must remember that

man at one level of his being remains sub-

human. Above this level he has a capacity

to open himself freely and spontaneously

to an infinity of possibilities through his
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imagination. He can actualize and express

these possibilities in the form of cul-

ture that makes him prone to existential

and historical dichotomization, as Erich

Fromm passionately contends.

Man’s mystery is this ability to trans-

cend his immediate situation. His past ex-

perience aligns itself with the design of

growth projects to come. He lives in the

present, within a sphere of finite physico-

chemical reactions, and yet keeps step-

ping over and beyond his human condition.

In his symbolic universe, man’s impulse or

instinct to humanistic values receives ulti-

mate satisfaction. In all this, man is in-

accessible to scientific explanation.

Self-realization is a humanistic value.

What is not readily apparent is that we
devise our own symbolic universes in the

service of the Self. Leaders in some so-

cieties offer their own political, philo-

sophical and religious ideologies as models.

Shared symbolic universes are man’s com-

mon bond, which he personalizes by his

own experience.

Whether private or collective, ideologies

constitute symbolic universes, representa-

tive stand-ins of organismic activity that

oversteps the Uexkiillian Umwelt. These

place man on a level of performance which

his protoplasmic ground of action could

never achieve. Our wildest ideological

dreams come true. World domination as

a means to satisfy an immanent need for

self-realization, has and probably will

again occur.

When instinctual expression, imper-

sonal in the dimension of “flesh and bone”

evolution, aligns itself with the life of

a symbolic universe, it becomes a specifi-

cally human activity. Such an alignment

elevates the expression of instinct to the

plane of a functioning symbolic universe.

In this manner violence becomes inte-

grated in the service of ultimate self-

actualization. This is common occurrence.

The instincts of hatred, aggression and

violence in the service of the Nazi ideol-

ogy made sense to those who devised that

symbolic universe. Aryans were destined

to be gods and to populate the earth.

Those who dared to interfere with this

plan of self-realization had to be eliminat-

ed. A masterplan of gigantic proportions

evolved to meet any threat to Aryan ful-

fillment. We know the results. The War
Crimes Commission cited crimes com-
mitted in the service of a monstrous,

hideous ideology. These were not senseless

crimes; they derived their diabolical char-

acter from the relevant and coherent con-

text of Nazi world design. It had to be

condemned because its violence was de-

structive of the human race. The authors

of this corresponding symbolic universe

were appropriately hanged.

Consider now the private citizen who
craves a self-realization within a sym-
bolic universe of his own creation. He
has found self-realization impossible by
commitment to and actualization of more
fundamental existential possibilities such

as physical and emotional security. Such a

mode of human growth is illusory since it

is not related to a practical ground of

action. It is what Ludwig Binswanger has

called a substitute ethereal world, a world

of empty disconnected visions beyond any

realization. When a person selects a world

design to replace his personal authentic

blueprint of development which he can-

not actualize, he initiates in this sym-
bolic universe a fatuous process of self-

realization. This runs smoothly as long as

he fantasizes, but becomes fraught with

absurdity when he attempts to protect it

from external dangers. To his rescue, he

now summons instincts in a seemingly

coherent alignment with survival. Unless

we enter such a person’s world, we shall

never know the motives or logic that un-

derlie his private acts of violence.

In the case of a senseless sex crime, for

instance, a person concocts an ethereal

world in which he intends to reign as a

super specimen of manhood. His imagined

female peers who also walk the streets of

his daily concrete world of action, stupidly

shun him, he believes. Hatred and violence

are summoned to enforce realization of

his inflated goal of masculine identifica-

tion. The more unreal his goal, the deeper
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the degree of violence he needs to actualize

it. The less we know about his ethereal

world, the more senseless is the expression

of violence, which nonetheless has obedi-

ently and relevantly fulfilled its auxiliary

role for his sexual crimes.

The survival of a symbolic universe, be-

cause it shapes man’s humanistic dimen-

sion, takes precedence over the survival

of the species. Man cannot but be himself

—a necessary preliminary to his member-
ship in the species. In the interest of the

species, he transcends instinctual gratifi-

cation. By transcending and choosing

healthily from an infinity of possibilities,

he completes himself though he remains

always incomplete, ever insatiable of evo-

lution and fuller meaning, ever aspiring

to become his authentic self.

From serf to ruler, man in search of

self is the protagonist of recorded history.

He becomes the matrix and substance of

civilization in the tangible expressions of

science and art.

As a self, he is an individual.

As a self, he is a person.

As a self, he is unique. He cannot be

nor ever will be duplicated. In an atmos-

phere of physical and emotional security,

he will devise his own symbolic universes,

consonant with those of the group to which

he belongs—all to realize collective survi-

val and collective humanistic fulfillment.

Xot to be a self is absurd, as absurd

for man as for anything that does not

follow its blueprint. Because of this absur-

dity, nobody will be deprived with impu-

nity of self-realization. Such a depriva-

tion is a grievous wrong, an infraction for

which no provision has yet appeared in

moral and legal codes. Xone of these en-

force the attainment of humanistic values,

nor do any preserve them once attained.

Xone protect the climate in which they

can be pursued.

The inexorable process of righting this

wrong in private acts which originate in

unshared symbolic universes may explain

the senseless expression of violence that

plagues our society today.
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The Status of Cytologic Screening of the Female
Population of Greater New Orleans in 1968

• The study demonstrates a decided improvement over a four year

period in screening for cancer of the cervix. A higher percentage^^-^p55*^

of the population should be screened, particularly the high risk’^^^^r
charity group where carcinoma of the cervix is more common.

In 1966, a report was presented con-

cerning the screening of the adult female

population of the Greater New Orleans

area for carcinoma of the cervix employ-

ing the cytologic technique. 1 At that time,

it was determined that in the year 1963, a

total of 21 percent of the women 21 and

over in the Greater New Orleans area had

cytologic screening for cervical cancer.

Compared with 24 percent of the white,

only 13 percent of the nonwhite females

were screened. In 1964 this percentage

had risen to 24 percent, broken down to

27 percent white and 15 percent nonwhite.

The results indicated that a relatively

small number of women were receiving

the benefit of the cytologic technique. This

was due largely to failure of many women
to go to their family physician or clinic

for a yearly checkup, and failure of many
of the physicians to take smears when
women did visit their offices for a check-

up or some complaint. It was also pointed

out that there was a lack of a facility in

the Greater New Orleans area where wom-
en could come specifically for this test.

Since this report, the local chapter of the

American Cancer Society and the Cancer

Association of Greater New Orleans have

both conducted campaigns urging the gen-

eral public to take advantage of this tech-

nique for the early detection of cancer.

From the Department of Pathology, LSU School
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Also, the local medical schools have had

educational programs to further this aim.

A nationwide survey of females screened

cytologically for cervical cancer indicated

that in 1966, 26 percent of women in the

United States and 21 percent of women
in Louisiana were examined. 2 We have re-

peated the study which was done in 1964-

1965 to determine how effectively the pop-

ulation was screened in 1968 and also to

indicate possibly the effect of the cancer

campaigns in urging women to have this

cancer checkup.

Method

In January of 1969, a letter was sent

to all of the pathology laboratories in the

Greater New Orleans area (the parishes

of Orleans, Jefferson and St. Bernard)

requesting that the number of women over

20 years of age who had cytologic prepa-

rations examined in the laboratories in

1968 be furnished. Also, it was requested

that this total be broken down into sub-

totals of the white and nonwhite races.

These racial designations followed US
Census usage. The nonwhite population in

this area is 99.5 percent Negro. To see if

physicians were utilizing their local lab-

oratories, a questionnaire with a stamped,

addressed, return envelope was sent to all

the gynecologists and obstetricians in the

area and to 20 general practitioners and

20 internists who were haphazardly se-

lected. The questionnaire asked for the to-

tal number of women from whom cytologic

specimens were taken (white and non-

white) and whether the doctor 1) ex-
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amined them himself; 2) sent them to a

laboratory in the Greater New Orleans

area; or 3) sent them to a laboratory out-

side the Greater New Orleans area.

Results

It was gratifying to receive a 100 per-

cent response from the laboratories in the

area. It became evident, however, that

some of the information could not be ob-

tained. Racial and age designations were
not available on so many report forms

that these subgroups could not be counted.

It was necessary to examine the files of

some laboratories where a large number
of specimens came from beyond the Great-

er New Orleans area. The laboratories

were cooperative in allowing us to go

through their files and tabulate the cases

that were examined from the Greater New
Orleans area. It was found that several

physicians examined their own cytologic

preparations. The poll also revealed that

a few gynecologists sent their material to

laboratories outside the Greater New Or-

leans area. The total of these last two
groups was included in the grand total

from the laboratories. Eleven of the 20

general practitioners returned their ques-

tionnaires; 9 of these took cytologic prep-

arations and all of them sent them to lab-

oratories in the area. Ten of the 20 in-

ternists returned their questionnaires.

Only five of the ten internists said that

they took smears. These five sent their

smears to laboratories in the area.

The general practitioners and internists

were polled to get a suggestion as to

whether many specimens were sent to lab-

oratories out of the area. This did not

seem to be the case in this small sample.

The gynecologists were polled mainly for

the same reason, and 75 replied. In this

group answering the poll, 22 percent sent

their cytologic specimens to laboratories

out of the area. The number of patients

examined by this group was 9 percent

of our total. This number was added to

our total of laboratory specimens, and it

improves the validity of our estimate of

the women screened in this area in 1968.

Our poll revealed that 115,391 women
received at least one cytologic test for

cancer of the cervix in 1968 in Greater

New Orleans. We present this figure as

an approximation and will use it to demon-
strate the following points. The results are

illustrated in Table 1. There was a 14 per-

cent increase in total screening of the

female population in this four year period.

Here we are comparing the ratio of wom-
en screened in 1964 to the estimated

population in 1964 with the total women
screened in 1968 to estimated populations

in 1968. 3 Table 2 compares white versus

nonwhite women screened in 1964 with

women who were seen by private physi-

cians versus women who were seen in

Charity Hospital facilities in 1968. This

alternative was necessary since we could

not make a differentiation of white and

nonwhite women screened for cancer in

1968. The comparison of private versus

charity has more significance, however,

since it has been demonstrated in Louis-

ville, Kentucky and by us at Charity Hos-

pital that when comparable indigent pop-

ulations of whites and Negroes are com-

pared, the incidence of cancer of the cer-

vix is equally high. 4 There was an 8 per-

cent increase in cytologic screening in

the nonwhite-charity group with an 18

percent increase in the white-private

group in the four year period.

This small increase of the nonwhite-

charity group could be made even smaller.

We determined that in the Charity Hos-

pital 90 percent of the women screened in

1968 were nonwhite and that 20 percent

of these were under 21 years of age. If

we had used the estimated Greater New
Orleans population of women 15 years

and older as a divisor rather than 92,000,

then the percentage would have been

further reduced. A survey of a limited

sample of the private-white women
screened in 1968 revealed that only 1 per-

cent of this group was under 21.

Conclusion

The study demonstrates a decided im-

provement over a four year period in
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TABLE I

CYTOLOGIC SCREENING FOR CERVICAL CANCER IN GREATER NEW ORLEANS
(ORLEANS, JEFFERSON, AND ST. BERNARD PARISHES)

USING ESTIMATES OF 1964 AND 1968 POPULATIONS

1964 1968

No. of women screened 65,275 (21 and over) 115,391 (all ages)

No. of women 21 and over (estimates of GNO population) 291,000 307,000

% screened 23% 37%

TABLE 2

CYTOLOGIC SCREENING COMPARING SOCIOECONOMIC GROUPS

1964 1968

No. of women screened Nonwhite 11,934 (21 and over) Charity 20,534 (all ages)

No. of women 21 and over

(estimates of GNO population)

% screened

No. of women screened White

85,000

14%
53,341 (21 and over) Private

92,000

22%
94,857 (all ages)

No. of women 21 and over

(estimates of GNO population)

% screened

206,000

26%
215,000

44%

screening for cancer of the cervix, and

much of this improvement can be said to

be the result of publicity about the prob-

lem from the local cancer societies. How-
ever, we still must realize that the 37 per-

cent of the women screened in 1968 in-

dicates that a majority of women in

Greater New Orleans did not obtain this

cancer detection test. Of greatest signifi-

cance is the smaller increase in the screen-

ing of the nonwhite charity group since

it is this group which has a higher fre-

quency of cervical cancer and is the group

that should be well-screened.

In 1960, a total of 53 women died of

carcinoma of the cervix in the Greater

New Orleans area (Orleans, Jefferson,

and St. Bernard parishes) . These were

listed as 23 white and 30 nonwhite. In

1968, a total of 44 women died of cancer

of the cervix in the area (16 white and

28 nonwhite). 3 There has been a decrease

in the number of deaths due to cancer of

the cervix during the nine year period. In

considering deaths due to cervical cancer

in 1968, it should be kept in mind that

in this area the total white female popu-

lation 21 and over is over two times the

total nonwhite female population 21 and

over. These figures point out the fact

that carcinoma of the cervix in our area

is a more common threat to life in the non-

white than in the white female.

While studies in other areas have not

demonstrated a drop in mortality from

cancer of the cervix during the time that

the cytologic testing has been employed,

they do demonstrate a drop in the inci-

dence of invasive carcinoma of the

cervix.'”8

It is not possible for us to determine

from our study the significance of cyto-

logic screening in the reduced mortality

from cervical cancer in our area in the

past nine years. It does seem apparent

that for more cancers to be detected a

higher percentage of the population should

be screened. In particular, screening

should be increased in the high risk char-

ity group where carcinoma of the cervix

is more common. In order for Louisiana

and particularly the Greater New Orleans

area to experience a drop in the incidence

of invasive carcinoma of the cervix, it

must be detected and treated in the early

stage. A method of detection is available.

Cytologic screening, if it is used widely

enough, has been demonstrated to effect a

reduction in invasive carcinoma of the

cervix. Again it is suggested that an at-
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tempt be made to further increase our

screening of the female population, par-

ticularly the indigent population, for cer-

vical cancer.

A way in which this could be done

would be to establish a special room in

Charity Hospital where women to be ad-

mitted for any reason could have this

test performed, or to where they could

come specifically for this test alone. Since

there appears to be a shortage of physi-

cians to obtain this sort of test specimen

in Charity Hospital at the present time,

it could be possible to have the specimens

collected by a trained person, such as a

nurse. We recommend that this type of

facility be available throughout the Great-

er New Orleans area for the indigent and

also for those who are able to pay. We
suggest that many women possibly would

prefer to have the test if they did not

have to make a visit to the physician’s

office. The ideal would be to have this test

as a part of a periodic complete exami-

nation by a physician, but as yet this has

not been practicable.
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Abdominal Angina Syndrome

A 58-year-old Caucasian man presented

at the outpatient clinic of M.H.I. with

a typical history of postprandial abdomi-

nal angina.

The patient had previously been seen

for symptoms of intermittent claudication

in both lower extremifies, and arterioscle-

rotic involvement of the iliac vessel was
diagnosed some 21/? years ago. The oa-

tient, however, had declined surgical inter-

vention at that time.

Physical examination at the present

admission revealed a rather emaciated

male who was older in appearance than

the stated chronologic age. The dorsalis

pedis pulse, both of the right and left

lower extremity, was absent; however,

nopliteal pulses and pounding poststenotic

femoral pulses were present. The lower

extremities were cool; the skin was some-

what afrophic in appearance. The abdo-

men was normal to palpation. There was
no evidence of abnormal bruits or pulsatile

masses. Laboratory findings were within

normal limits with the exception of a mild

anemia and hypoproteinemia. An upper

gastrointestinal series and a small bowel

series failed to show any significant ab-

normalities. Because of the classical

symptom complex, a selective superior

mesenteric arteriogram was performed

demonstrating an arteriosclerotic ob-

structing lesion of the very first segment

of the superior mesenteric artery. The
lesion was best demonstrated on cross-

table lateral projection and was followed

by poststenotic dilatation attesting to its

hemodynamic significance. Because of

superimposition on the aorta, it was dif-

ficult to appreciate the lesion in AP pro-

jection.

Doctor Lang is professor and chairman, De-

partment of Radiology, Louisiana State Universi-

ty School of Medicine in Shreveport, Shreveport,

Louisiana.

ERICH K. LANG, MD
Shreveport

Discussion

The diagnosis of abdominal angina

and identification of the offending lesion

can be most elusive. The demonstration

of arteriosclerotic lesions involving the

superior or inferior mesenteric artery or

the celiac artery is difficult on routine AP
projection, and the observer must resort

A cross-table lateral projection of an arterio-

gram demonstrates a Seldinger catheter with the

tip advanced into the superior mesenteric artery.

A napkin-ring arteriosclerotic lesion involves the

first portion of the superior mesenteric artery

followed by a segment of poststenotic dilatation.

The somewhat irregular lumen of the superior

mesenteric artery suggests diffuse arterioscle-

rotic involvement. The hemodynamically signifi-

cant lesion, however, involves the origin of the

artery from the aorta.
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to lateral projection to demonstrate the

elusive first segment of these vessels with-

out superimposition upon shadows of the

aorta. Catheters used for selective injec-

tion of these vessel groups are equipped

with side holes to allow opacification of

the base of the artery when the tip is ad-

vanced some 1 to 2 cm into the artery and

thus avoid failure of identifying the most
common lesion involving the base of the

artery.

A hemodynamically significant lesion

will often be associated with abdominal

anginal symptom complex, significant loss

of weight, hypoproteinemia and reversal

of AG ratio. The treatment of a solitary

lesion is usually simple. Endarterectomy
or a venous patchplasty is favored to

correct the hemodynamic obstruction. Im-

provement is prompt in most patients. Our
patient subjected to a venous patchplasty

regained 28 pounds in the ensuing four

months. The symptom complex of abdom-
inal angina cleared completely.
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Recommendations on the Part of the American Medical

Association Concerning Sex Education

For some years, the American Medical

Association has taken a cautious and at

the same time forward looking attitude on

sex education in schools and in general.

The Joint Committee of the National Edu-
cation Association and the American Med-
ical Association has enunciated policies in

this matter. This committee has functioned

in other matters since 1911 and is the old-

est joint venture of either organization.

The joint committee, since 1965, has re-

solved among other matters that schools

accept responsibility for reinforcing the

efforts of parents to transmit knowledge
about the values inherent in our family

system, concerning the psychic, moral and

physical consequences of sexual behavior

and that suitable instructions be arranged

along these lines.

Various pronouncements on the part of

the American Medical Association have

concurred about instruction in this area.

Some 12 national groups have made state-

ments or issued supporting documents in

regard to such plans. In various forms,

programs of sex education have been put

in process generally over the country in

approximately half of the schools. This has

been in response to a variety of factors

many of which are the subject of debate at

the present time.

In the last two years, violent opposition

has developed generally over the nation to

the teaching of sex in schools under pres-

ent conditions and in some areas under any
conditions at all. Various groups have been

drawn into the controversy, and opposition

has been based on grounds of morals, de-

cency, pornography, ethics, religion, poli-

tics and the inadequacy of dependable re-

search data.

Legislative investigations are in process

in various states, particularly California,

and in our own state of Louisiana. At the
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present time in response to legislative ac-

tion, sex education courses below the ninth

grade are prohibited until the Louisiana

Legislative Commission reports. Some of

the proposed laws and one in Louisiana

would have prevented any biological teach-

ing below the ninth grade, and by an easy

stretch of legal interpretation could be

made to include the prohibition of the

teaching of nuclear physics.

As determined by surveys of various

sorts which were conducted in many pat-

terns in different places over the country,

the weight of opinion seems to be that pro-

grams on sex instruction should be care-

fully planned and patterned in such a way
that schools and other agencies would only

supplement the home and its related influ-

ences.

The President of the American Medical

Association in an address stated that in a

recent survey of 10,000 high school stu-

dents the question was asked as to what
was the source of their sex instruction.

Seven percent said teachers or counselors.

Thirty-two percent said guardians or par-

ents. Twenty-eight percent said reading

matter; and 33 percent— 1 out of 3 — said

friends. Sixty-one percent, therefore, had
apparently no personal instruction in an

area where no other type would be satis-

factory. 1

Doctor Dorman said:

I feel strongly that the medical profession has

a serious obligation to see that young people are

given carefully prepared, supervised as author-

ized by this House, and well taught courses in

sex education. 1

A recent editorial in the Journal of the

American Medical Association indicated

that there had been continuing emphasis

on the number of guiding principles that

are considered basically education in this

area. It gave six concepts which in sub-

stance are that the physician should coun-

sel with all interested parties, and a deci-

sion should be appropriate to the commu-
nity where the basic responsibility for

such education belongs in the home. 2

The attitude of the organized medical

profession was presented for review in the

recent meeting of the House of Delegates

of the American Medical Association where

three resolutions were explicit in what was

considered to be the proper manner of pro-

cedure and the position of the physician in

the plan.

The report of the Reference Committee

which was confirmed by the House was as

follows:

Whereas, The traditional sources of sex infor-

mation and guidance for young people are often

inadequate; and
Whereas, The local public and parochial schools

— as social institutions accessible to all young
people, reflecting broad community support and

with sufficient intellectual and material re-

sources— can aid substantially in the develop-

ment of sound individual codes of sexual be-

havior; therefore be it

Resolved, That the American Medical Associa-

tion recognizes that the primary responsibility

for family life education is in the home, but that

the AMA support in principle the inauguration

by State Boards of Education or school districts

whichever is applicable, of a voluntary family

life and sex education program at appropriate

grade levels:

(1) as part of an overall health education

program

;

(2) presented in a manner commensurate with

the maturation levels of the students;

(3) following a professionally developed cur-

riculum foreviewed by representative par-

ents;

(4) including ample and continuing involve-

ment of parents and other concerned mem-
bers of the comumnity;

(5) developed around a system of values de-

fined and delineated by representatives

comprising physicians, educators, the cler-

gy, and other appropriate groups; and

(6) utilizing classroom teachers and other pro-

fessionals who have an aptitude for work-

ing with young people and who have re-

ceived special training; and be it further

Resolved, That local organizations be urged to

utilize physicians as consultants, advisors, and
resource persons in the development and guid-

ance of such curriculum and that state and coun-

ty medical associations be urged to take an active

role in this participation.

Along these lines, it is interesting to

note that the “Family Life and Sex Educa-

tion Program of the Orleans Parish School

Board” at the present moment has been

stopped awaiting the ultimate action of the

Louisiana Legislature. An article in the

Times Picayune indicates that the pro-
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gram was successful in gaining commu-
nity and parental support, and it is evident

that no parent of a child or any partici-

pant in the program was unhappy with it .

3

The article states a research report was
made public and indicates that:

Charges were made that the program was Com-
munist inspired, the report continued, when ac-

tually it was community inspired. The New Or-

leans program was the only one in the country

started from scratch by the community in which

it was to function.3

It is reasonably clear that the weight of

opinion over the nation is that some such

sex education should be a part of the school

programs. It is equally clear that this

should be arranged on a satisfactory com-

munity basis, and that it is the duty of the

physician to counsel with those who plan

the program.

1. Dorman, C. G.: The Penalty of Profession-

alism, 118th Annual Convention, AMA, New
York, July 17, 1969.

2. Editorial, Sex Education in the Schools,

JAMA 208:1016 (May) 1969.

3. Lafourcade, E.: Sex Education Research Is

Called Near Success
, Times Picayune (July 24)

1969.

ORGANIZATION SECTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MD CORPORATION UPHELD
The record against the U.S. Treasury Dept.’s

Kintner Regulations barring corporate tax status

for professional persons is now 10-0.

In the most recent development, an Arizona

district court ruled in favor of MDs Charles E.

Van Epps, Robert E. Jones, and William D.

Lawrence, all shareholders and directors of the

Medical Center Obstetrics & Gynecology Clinic,

Phoenix.

In ruling on the 1965 tax year, the court held

that the physicians were taxable as shareholders

of a corporation rather than as partners for

federal income tax purposes since they were in-

corporated under the Arizona Professional Cor-

poration Act and the corporation provided for

the necessary centralized management of the

clinic, continuity of life, and relatively free

transferability of interests.

Stating that, “To date the courts ruling on

this question have unanimously held the regula-

tions to be held invalid,” the Arizona court con-

curred with the decision of an earlier case that

“the invalidity of the 1965 regulations . . . can

no longer be in doubt.”

The Treasury’s regulations have now been
held invalid in eight district and two appellate

decisions ( The AMA News, May 26, 1969).

CONGRESSMAN SEEKS PHYSICIAN FOR
HOMETOWN

Congressman Joe D. Waggonner, Jr., of the

Fourth District, has asked the Louisiana State

Medical Society to help him find general prac-

titioners to locate in his hometown of Plain

Dealing. Congressman Waggonner reports the

physicians currently manning the clinic in Plain

Dealing will be leaving shortly and the commun-
ity is in desperate need of physicians. Anyone
interested in, or knowing physicians who might

be interested in this practice opportunity, should

contact Congressman Waggonner, 221 Cannon
House Office Building, Washington, D.C. 20510

or call (212) CA 4-3121 Ex. 2777.

Guidelines to Financial Planning

DOCTORS WINNING TAX BATTLE
ON THE RIGHT TO INCORPORATE*

by Milton Christie

Physicians have been turning in a good account

of themselves in their running battle with the

Internal Revenue Service over their right to in-

corporate. During the past year they have won
a series of lower court cases and have gotten a

toehold in the higher courts by winning the first

case brought up on appeal.

At issue are the controversial Kintner regula-

tions, promulgated by the IRS in 1960 and de-

signed to throw a blanket of restrictions over

the right of professional men to operate in the

corporate form for tax purposes. Since that time,

38 states have enacted laws specifically permit-

ting professional corporations, some of which

apply only to physicians and lawyers.

What seems clear now is that the IRS is fight-

ing a losing battle. There is little question that it

is only a matter of time until it must abandon

or deeply modify its Kintner rules and accept the

right of doctors to get tax benefits of corporate

practice. There undoubtedly will be a few more
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cases brought to court before the Revenue Ser-

vice finally gives up, but they will cover profes-

sional men who have already moved to incor-

porate. The odds are that doctors who take this

step from now on will have a clear path and
not be disturbed. Their way will have been
cleared by those who went before.

Several Advantages Seen

A physician who uses his state’s professional

incorporation law gets several advantages, all

of them in the fringe benefit area.

For his pension, he is no longer confined by
the limitations of H.R. 10, although these limita-

tions are much more liberal now than they were
originally. Thus, his tax deduction for pension

contributions is not bound by any maximum as

long as the plan is qualified with the IRS. Also,

he may defer vesting for his employees—that is,

delay the time when they get full right to the

monies set aside for them. The requirement for

immediate vesting of employee pension benefits

has long been an H.R. 10 sore point with pro-

fessional men.

On life insurance, the corporation can be

brought into the picture by the split dollar tech-

nique, under which it pays for part of the doc-

tor’s coverage and he pays for the rest. This is

a fairly complicated procedure best discussed

with an insurance adviser, but its value is attest-

ed by the fact that it is being used by a growing
number of companies.

Health and disability insurance also comes

cheaper to the incorporated physician, for his cor-

poration is allowed to buy as much as it wants

for him and take a tax deduction for the cost.

Also 1

,
this is one area where the nondiscrimination

rules don’t apply, so that the corporation has

complete freedom about covering other em-
ployees and, if it does, about how much coverage

to buy for them. Furthermore, by instituting a

sick-pay plan, the medical corporation may pay
up to $100 a week of benefits to employees who
are ill or injured, tax-deductible to the corpor-

ation and tax-free to the employees.

Through a corporation, physicians in group
practice can solve the problem of valuing their

interest in the practice at death or retirement

by using a stock buy-sell agreement among them-

selves. Setting a predetermined price on their

shares can help avoid future arguments with the

tax authorities.

In addition to this, the corporation can take

out key-man insurance on the physician-stock-

holders as a way of having the funds to redeem
their stock in case of death.

Another tax break that can flow from the

corporate form of practice comes from using a

deferred profit-sharing plan. The corporation may
set aside a part of its profits each year for the

benefit of its employees, after specifying re-

quirements for participation in the plan. The

funds, which are tax-deductible to the corpora-

tion, accumulate free of income and capital gains

taxes while the employees are working. When
they quit or retire, the amounts they take out

are taxed to them at capital-gains rates even

though they may have been ordinary income dur-

ing the accumulation period.

No Tax on 85% of Dividends

Finally, the corporation itself may invest its

idle funds in mutual funds or individual stocks

and pay no tax on 85 per cent of the dividends

it receives. This benefit needs no elaboration.

In view of the potential benefits available from
the corporate form and the breaking down of the

Federal barriers to using it, it’s a safe bet that

the technique will spread rapidly from now on.

It’s also a safe bet that it will be pushed hard

by certain groups, such as the insurance industry,

which will have a stake in selling many of the

packages to which the device lends itself. Physi-

cians faced with the question of whether to in-

corporate or not would do well to talk over the

matter with their lawyers and accountants, who
have no stake in the decision.

* Reprinted from Hospital Tribune, Monday,
June 2, 1969 issue.

MIXED DRUGS DANGEROUS?
The following is an article on mixed drugs

which was sent out as a “Newsletter” to the

various papers and news media over the State

as a response to several physicians’ prompting
that previous articles referable to the dangers of

mixed drugs were misinforming and almost

alarming. Dr. John Adriani was kind enough to

compose the following response at our request:

Recent actions by the U. S. Food and Drug
Administration in removing more than 50 fixed-

ratio antibiotic combinations from the market have
alarmed many people because some FDA state-

ments have inferred that these drugs are danger-

ous and might cause harm, the Louisiana State

Medical Society cautioned today.

“The public need not be concerned by these

FDA actions and statements and any fears are

unwarranted,” said Dr. John Adriani, Associate

Director of Charity Hospital in New Orleans,

Chairman of the Council on Drugs of the Amer-
ican Medical Association and an international

authority on drugs.

Any ill effects a person might have experi-

enced from taking such drugs would have devel-

oped at the time the drugs were being taken. “If

a person who has taken such drugs feels alright

now, there is no cause for worry,” Dr. Adriani

stated.

Fixed-ratio antibiotic drugs are combinations

of antibiotics and one or more other germ killing

drugs.

In 1961, the FDA was charged with the respon-

August, 1969—VOL. 121, No. 8 265



ORGANIZATION SECTION

sibility of seeing to it that manufacturers of

drugs indicated in the labelling and literature

supplied to physicians and pharmacists that the

product was safe and to indicate all known side

actions, warnings and possible dangers. In 1962,

the law was expanded to require in addition that

manufacturers of drugs not only prove safety,

but efficacy and that the drug would do what its

manufacturers claimed.

Dr. Adriani said the 1962 law was made retro-

active to include a review of the effectiveness of

all drugs introduced since 1938 which required

the study and evaluation of thousands of com-

pounds. Because the FDA had neither the staff

nor the facilities to undertake such a gigantic

project, it contracted with the prestigious and
impartial National Academy of Sciences and the

National Research Council to undertake studies

in its behalf, according to the New Orleans phy-

sician.

These organizations concluded that a number
of combinations of antibiotics and other germ
killing drugs did not always do the job claimed

by their manufacturers. In some instances they

found that one drug alone suffices and that the

second did no good. In other cases they found

that neither drug was effective, while in others

they found that the presence of one drug actually

counteracted the activity of the other. The rea-

son for this was that many of the claims made
by manufacturers were based on laboratory study

which did not prove out in clinical use.

“The chief objection to these mixtures,” Dr.

Adriani stated, “is that they are ‘fixed-ratio’

combinations. The two drugs exist in a capsule in

a certain fixed proportion. Although physicians

prescribe the drugs according to the manufac-
turer’s literature, every patient is different and
requires a dose based on his particular needs and
tolerance.”

Dr. Adriani concluded by saying that neither

the public or physicians should believe that all

combination drugs are ineffective or harmful,

and more study is needed by the FDA and the

medical profession to determine which combina-

tion drugs are safe and effective. At some fu-

ture date should pharmaceutical firms produce
evidence that these drugs are effective, they

could then re-introduce them on the market if

they wished.

MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles
East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop
Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

LOUISIANA TEENAGER WINS AMA HONORS erence for darkness; by shocking rats in the dark

AT INTERNATIONAL SCIENCE FAIR
A 17-year-old Plaquemine girl, Mary Gretchen

Ohlmeyer, a junior at St. John High School in

the same city, was named one of the six winners

of the awards presented by the American Medi-

cal Association at the 20th International Science

Fair May 5-9 in Fort Worth, Texas.

She was selected by a team of judges from the

AMA Council on Scientific Assembly for her ex-

hibit on “Memory and Nucleic Acid,” in which
she experimented with rats and mice with a pref-

and transferring RNA from them to mice, the

latter developed a preference for light.

The announcement was made at the annual

AMA-hosted Health Awards Banquet by Dr. Mil-

ford 0. Rouse, Dallas, immediate past AMA pres-

ident, at the Hotel Texas on May 8. She was
selected for the honor from a field of contestants

from regional, state and foreign science fairs in

46 states, the District of Columbia, Canada, Ger-

many, Japan, Peru, Puerto Rico, Sweden and

Switzerland. Miss Ohlmeyer was a finalist-win-
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ner from the Louisiana State Science Fair held

earlier this spring. Her AMA Award of Merit
citation was the most recent of a long series of

honors.

Miss Ohlmeyer, who hopes to pursue a career

in experimental psychology, is the daughter of

Mr. and Mrs. Raleigh L. Ohlmeyer of 315 Fort

Street, Plaquemine. He is a supervisor with the

Humble Oil Company and Mrs. Ohlmeyer is

supervisor of the Iberville Parish School Board.

The AMA has been participating in the Fair

each year since 1956 as an adjunct to its continu-

ing program to attract superior students to ca-

reers in medicine and allied fields.

SOUTHERN MEDICAL ASSOCIATION
The Section on Proctology of the Southern

Medical Association announces the election of the

following officers to serve for the coming year:

H. Whitney Boggs, Jr., MD, Shreveport, La.,

chairman; Henry M. Finch, MD, Atlanta, Ga.,

vice-chairman; and Matthew A. Larkin, MD,
Miami, Fla., secretary.

These officers will be responsible for arranging

the program for the Section on Proctology for

the 63rd Annual Meeting of the Association,

which will be held in Atlanta, Georgia, November
10-13, 1969. Anyone wishing to participate in

the program, should contact the Secretary of the

Section, Dr. Matthew A. Larkin, 1333 South

Miami, Avenue, Miami, Fla. 33130. Applications

for scientific exhibit space may be obtained from
Southern Medical Association, 2601 Highland
Avenue, Birmingham, Ala. 35205.

AAP ANNUAL MEETING
SET FOR OCTOBER 18-23

In-depth presentations on child care— a na-

tional challenge, new considerations in the diag-

nosis and management of neonatal jaundice, key
issues in infant mortality, multiphasic screening

for pediatric patients, and current developments
in objective means of diagnosis and therapy in

allergic disorders, will be discussed during the

38th annual meeting of the American Academy
of Pediatrics to be held in the Palmer House in

Chicago, October 18-23.

Additional timely scientific subjects will be
presented during meetings of the Sections on
Allergy, Anesthesiology, Cardiology, Child De-
velopment, Diseases of the Chest, Military Pedi-

atrics, Pediatric Pharmacology, Public Health
Pediatrics, and Surgery.

The meeting will also feature numerous semi-

nars, round tables, and a full schedule of motion
picture films.

A special one-day conference for pediatricians

and pediatric nurses will also be held during the

annual meeting. This conference will enable pe-

diatricians and nurses to discuss cooperative ap-

proaches and potential programs for meeting
patient care needs.

Hospital conferences at the Loyola University

School of Medicine, the Michael Reese Hospital,

and the University of Illinois School of Medicine,

will be held on Thursday afternoon, October 23.

BLOOD BANKING WORKSHOP
HELD AT NEW ORLEANS

More than 20 medical technologists attended a

special workshop on blood banking technics on
May 17 at the Southern Baptist Hospital. The
discussion was erythroblastosis. Miss Julia Mann,
professional services manager for Pfizer Diag-

nostics, conducted the workshop. It was co-spon-

sored by Southern Baptist Hospital.

This workshop was one of more than 150 on
blood banking technics and blood grouping con-

ducted each year throughout the United States

by Pfizer Diagnostics as a service to the profes-

sion.

For a successful transfusion, bloods do not

have to be identical but they must be compatible.

If they are not compatible, a reaction or aggluti-

nation will occur which may cause serious illness

or even death. For this reason, from 5 to 25 tests

by trained medical technologists may be involved

to ascertain that a donor’s blood is compatible

with that of the patient, and vice versa. A highly

effective means of transmitting information

about these complex tests is through demonstra-

tion and technologist participation via the class-

room or workshop route, rather than by written,

printed, or even audiovisual methods.

ADDITIONAL CHILD HEALTH
MANPOWER URGED

Training more child health care physicians and
developing new types of child health care as-

sistants were recently identified as two imme-
diate and necessary solutions to averting a grow-

ing child health crisis in this country.

Dr. William B. Weil, Jr., testifying before the

Labor-Health, Education and Welfare Subcom-
mittee of the Committee on Appropriations,

House of Representatives, called for support un-

der the Child Health Act of 1968, and the Health

Manpower Act of 1968, for health institutions

and pediatric departments “willing and capable

of developing new training programs” which

would result in necessary increases in pediatric

manpower.
Dr. Weil, who testified on behalf of the Joint

Council of National Pediatric Societies, also

urged major financial support for other pediatric

departments “to make it possible for them to be-

gin to plan and carry out programs for the

training of child health physicians and new
health professionals.”

Dr. Weil, professor and chairman, Department
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of Human Development, Michigan State Univer-

sity, emphasized that programs for physician

training should be supported at the graduate and

undergraduate levels.

ANNUAL OTOLARYNGOLOGIC ASSEMBLY
The Annual Otolaryngologic Assembly of 1969

will be held October 4 through 10, 1969, in the

Illinois Eye and Ear Infirmary at the Medical

Center, Chicago. The Department of Otolaryn-

gology of the College of Medicine of the Univer-

sity of Illinois offers a condensed postgraduate

basic and clinical program for practicing otolar-

yngologists under the direction of Doctor Eman-
uel M. Skolnik. It is designed to bring to special-

ists current information in medical and surgical

otorhinolaryngology.

A separate, but correlated course “Head and
Neck Radiology Conference” this year will be

held on Friday and Saturday, November 28 and

29, 1969, under the guidance of Doctor Galdino

E. Valvassori. For further information about the

radiology course, write to Doctor Valvassori,

Radiology Department, College of Medicine.

Interested otolaryngologists should direct their

inquiries to the mailing address. Otolaryngology,

P. 0. Box 6998, Chicago, Illinois 60680.

AAGP WILL PAY CONSULTANTS
TO GUIDE GRADUATE PROGRAMS

The American Academy of General Practice

will pay a consulting fee and expenses of quali-

fied consultants to help hospitals and medical

schools plan and set up graduate and undergrad-

uate training programs in family practice, ac-

cording to Dr. R. Neil Chisholm, chairman of the

Academy’s Commission on Education.

The program is designed to aid in the rapid

establishment of approved residency training pro-

grams geared to produce candidates for the new-
ly created specialty of family practice, Dr. Chis-

holm said. The Council on Medical Education of

the American Medical Association and the Ad-
visory Board for Medical Specialties approved a

primary certifying board in family practice Feb-

ruary 8, 1969.

Dr. Chisholm added that the consultant will be

reimbursed for actual expenses and paid an hon-

orarium of $100 for each day of consultation,

with a limit of two days for each visit.

AMERICAN THORACIC SOCIETY
MEETING HELD

Studies among workers in cotton textile mills

in the United States have shown a prevalence of

respiratory impairment that indicates improved

measures are needed to protect the workers from

inhaling cotton dust.

Three such studies were discussed in papers

given recently at the annual meeting of the

American Thoracic Society, at the Hotel Fon-

tainebleau, according to John H. Seabury, MD,
the Louisiana Thoracic Society representative

councilor to the ATS.
Byssinosis is the name for the occupational

dust disease which causes shortness of breath

and eventually may lead to chronic breathing

difficulty with continued exposure to the fine

dust from cotton lint. The condition is sometimes

called “Monday morning asthma.” This is be-

cause wheezing, cough, and shortness of breath

characteristic of byssinosis are more pronounced

on Monday, when the worker is confronted afresh

with the dust after a weekend away from the

mill, than on other days, Dr. Seabury said.

Of 500 workers in mills in the rural South,

Peter E. Schrag, MD, of Harlem Hospital Medi-

cal Center, New York City, reported that 12 per

cent had symptoms of byssinosis. The conclusion

was based on a correlation of occupational his-

tories, respiratory function tests, and dust counts.

At the time of the study, Dr. Schrag was with

the U.S. Public Health Service on assignment to

the North Carolina State Board of Health. A.

Dale Gullett, MD, of Lockport, 111., was co-author

of the paper.

Respiratory symptoms were observed most fre-

quently among cardroom workers, but some spin-

ners and weavers were also byssinotic, Dr. Sea-

bury said. Workers who handled only the fin-

ished cloth were not affected.

The findings, according to Dr. Seabury, indi-

cate that the prevalence of byssinosis in the

United States is, contrary to popular belief, com-

parable to that in Great Britain and other Euro-

pean countries and “suggests that dust suppres-

sion and closer medical supervision of textile

workers are needed.”

POSTGRADUATE COURSE IN LARYN-
GOLOGY AND BRONCHOESOPHAGOLOGY

November 3 through 14, 1969

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the

Medical Center, will conduct a postgraduate

course in Laryngology and Bronchoesophagology

from November 3 through 14, 1969. This course

is limited to fifteen physicians and will be under

the direction of Paul H. Holinger, MD. It will

be held largely at the new Illinois Eye and Ear
Infirmary, 1855 West Taylor Street, Chicago,

and will include visits to a number of Chicago

hospitals. Instruction will be provided by means
of animal demonstrations and practice in bron-

choscopy and esophagoscopy, diagnostic and sur-

gical clinics, as well as didactic lectures.

Interested registrants will please write direct-

ly to the Department of Otolaryngology, College

of Medicine, University of Illinois at the Medical

Center, Post Office Box 6998, Chicago, Illinois

60680.
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BESTHOFF NAMED TO CONSULTING
BOARD OF LEDERLE LABORATORIES
Sydney J. (S. J.) Besthoff, chairman of the

board of the New Orleans-based Katz & Besthoff

drug chain, has been named to the Pharmacy Con-

sulting Board of Lederle Laboratories, a Division

of American Cyanamid Company.
The Lederle Board is composed of distinguished

representatives of pharmacy. Established in 1960,

its purpose is to advise the company on its inter-

professional relations, pharmacy education pro-

grams, retail merchandising and other aspects of

pharmacy.
Mr. Besthoff, who launched his career as a

pharmacist with the organization in 1921, has

served as its director of operations, secretary-

treasurer, and president. He is also president of

the Besthoff Realty Company and the Katz and

Besthoff Foundation.

Mr. Besthoff is a present director of the Na-
tional American Bank of New Orleans; the New
Orleans Chamber of Commerce; and the Citizens’

Committee for the city of New Orleans. He is

also a board member of Touro Infirmary of New
Orleans.

Professionally, he now serves as a director of

the boards of the National Association of Chain

Drug Stores and the Associated Chain Drug
Stores. Other civic activities with which Mr.

Besthoff is connected include: New Orleans Re-

tailers Credit Bureau; Better Business Bureau;

Temple Sinai; Rotary Club of New Orleans; and

the Y.M.C.A.

Mr. Besthoff was married to the former

Frankie Mayer in 1927 and they have three chil-

dren — Sydney J. Besthoff, III (now president of

Katz and Besthoff)
,
Mrs. Howard B. Strauss, and

Miss Lise M. Besthoff.

PEDIATRICIANS ANNOUNCE NATIONAL
PROGRAM TO TRAIN CHILD HEALTH

PERSONNEL
The American Academy of Pediatrics has

taken a major step to improve the delivery of

child health care in the United States by initiat-

ing a national program to train allied child

health personnel including pediatric nurse asso-

ciates, pediatric office assistants, and pediatric

aides.

The Academy hopes that more than 6,000 asso-

ciates, assistants, and aides will be trained with-

in the next five years, thereby greatly increasing

the pediatrician’s capability to proride compre-
hensive pediatric care to larger segments of the

public.

To implement this program, the Academy Ex-
ecutive Board, meeting in Evanston, approved the

establishment of a Division of Child Health Man-
power within the AAP Central Office.

The AAP Executive Board also unanimously
endorsed as official Academy policy the position

that a physician may delegate to a properly

trained individual working under his supervision,

the responsibility of proriding appropriate por-

tions of health examinations and health care for

infants and children.

Specific objectives and responsibilities for the

AAP Division of Child Health Manpower are now
in the planning stage. However, responsibilities

may include development of training guidelines,

accreditation of educational institutions training

such personnel, and certification of allied child

health personnel.

The Academy will explore the possibility of

meeting some of these obligations in cooperation

with other national organizations including the

American Nurses Association, the National

League of Nursing, the American Medical Asso-

ciation, and the American Association of Junior

Colleges.

SOUTHWEST REGIONAL POISON CONTROL
CENTER

It was learned from university officials that

a Southwest Regional Poison Control Center for

Texas, Arkansas, Louisiana, and Oklahoma has
been approved for the University of Texas Medi-
cal Branch in Galveston. This center, sponsored

by the U. S. Public Health Service, will offer ex-

pert poison information and diagnostic toxicology

by pre-arranged consultation to any qualified

physician in this area. Joe B. Nash, PhD., Asso-

ciate Professor of Pharmacology and Toxicology

is Director. E. Galvan, R. Ph., Director of the

University of Texas Medical Branch’s Pharmacy
and V. A. Lomonte, Jr., R. Ph. are Associate Di-

rectors of the center. Dr. Armond S. Goldman,
Associate Professor in Pediatrics will serve as

Medical Consultant. Other clinical and basic sci-

ence members of the university will participate

in the program. One of the prime purposes of

this center will be to act as a consultant to other

poison control centers in the four state area.

This is the only Regional Poison Control Cen-
ter established in the United States. It is hoped
that such regional centers will upgrade the mea-
sures for prevention, recognition and therapy of

poisoning cases.

A contract totaling $36,000 has been given by
the USPHS for the second year’s operation.

LOUISIANA ACADEMY OF
GENERAL PRACTICE

Make a date to attend the Annual LAGP Meet-
ing, October 23-25, at the Royal Sonesta Hotel in

the heart of the Vieux Carre on New Orleans’

famed Bourbon Street. Have fun at night while
you take part in scientific lectures during the

day.

For further information please contact Louisi-

ana Academy of General Practice, 1190 Florida

Avenue, New Orleans, Louisiana 70119.
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BOOK REVIEWS
Surgical Pathology of Gynecologic Diseases

;
by

Cary M. Dougherty. Medical Division, Harper
and Row Publishers, New York, Evanston and
London, 1968, 690 p, 671 illustrations, $35.

The author has prepared a reference volume

for students of diseases of the female genital

tract based upon his experience as a pathologist-

clinician at a medical center recognized for years

as having a wide and extended variety of pathol-

ogy, namely, the Charity Hospital of New Or-

leans.

Where disease entities have not been found

among Charity Hospital records, additional case

reports have been sought and included in the text

so that generally the text is complete for virtual-

ly all surgical diseases of the female genitalia.

He has arranged the structure of the text in the

same fashion that the gynecologist approaches

his patient, beginning with diseases of the vulva

and ending with extragenital pelvic tumors. Per-

haps the weakest chapter is that concerned with

normal development and developmental defects of

the female genital tract. This chapter, by neces-

sity, is a short summary of the embryology of

these organs and deals briefly with chromosomal
defects and developmental anomalies of unknown
etiology. However, there are abundant references

for more complete information to the interested

reader. The excellent illustrations from the Car-

negie Institute of Embryology serve to refresh

the reader of information seldom reviewed.

In each division surgical diseases are divided

into benign and malignant; the commonly found

diseases receive the most attention. Ulcerative

and infectious diseases have been considered when
there is a surgical significance to the disease or

where differential diagnosis is an important fac-

tor to be considered. The progression between

benign and malignant disease is emphasized in

the three areas where such progressive changes

can be recognized, namely, the vulva, cervix and
endometrium. In each instance progression be-

tween atypical epithelial hyperplasia to dyskary-

osis, to carcinoma in situ and finally to frank
invasive carcinoma has been clearly set forth

both in the text and in the illustrations of each.

Accompanying the many excellent illustrations

of the histologic changes are cytologic smears,

which have been useful in establishing a diag-

nosis. The author correctly cautions the reader to

consider atypical epithelial hyperplasia as a

transient phase which, although it may be spon-

taneously reversible, should be considered a phase
in the progression of real carcinogenesis. With
the development and further sophistication of

colposcopy, it seems likely to the reviewer that

colposcopic views of the cervix revealing the basic

visual changes of dyskaryosis, atypical epithelial

Hf
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hyperplasia and carcinoma in situ should be in-

cluded in future editions. Similarly, in consider-

ing cytology of the cervix, a series of illustra-

tions grouped together indicating the progres-

sive nuclear changes found in cervical smears be-

tween Classes I to V, although present in separ-

ate areas, would be helpful to the reader.

Following most descriptions and illustrative

cases of gynecological pathology, in every chapter

there is a section on “clinical significance” in

which the author often introduces his own philos-

ophy in the management of the particular disease

entity. While this volume is not devoted to the

management of disease, the philosophies ex-

pressed are those generally accepted and those

generally followed in this community. The author

has avoided dogmatic recommendations in this

section regardless of the disease entity under dis-

cussion. A portion of this philosophy is indicated

by the following quotation: “One should keep in

mind two generalities concerning malignant

growth of the human body: that beside invasion,

there is no single microscopic criterion on which
the distinction between benign and malignant be-

havior can be made, and that there is no short

cut which will replace the experience of studying

many dozens of specimens visually and by micro-

scope.” (Page 380.)

Students of gynecologic pathology, whether
they be undergraduate or postgraduate, and all

who practice surgical gynecology, or indeed, med-
ical gynecology as well, should have access to this

complete and informative volume. In addition to

the wealth of case reports and histologic figures,

there is a ready bibliography for further details

should the reader be interested.

John C. Weed, MD

PUBLICATIONS RECEIVED
Department of the Army, Office of the Sur-

geon General, Washington: Internal Medicine in

World War II, Vol. Ill, Infectious Diseases and
General Medicine, edited by W. Paul Havens,

Jr., MD.
The C. V. Mosby Co., St. Louis: Therapeutic

Radiology: Rationale, Technique, Results, by
William T. Moss, MD and William N. Brand, MD
(3rd ed.)

;
Organization and Administration of

Health Care: Theory, Practice, Environment,

by Richard L. Durbin, AB, MBA, MPA, and W.
Herbert Springall, AB, MPH

;
Genetics and Coun-

seling in Medical Practice, by Leonard E. Reis-

man, MD and Adam P. Matheny, Jr., PhD;
Symposium on Sports Medicine, American Acad-
emy of Orthopaedic Surgeons.

John Wright & Sons Ltd., Great Britain: The
Treatment of Tropical Diseases, by W. H. Jop-

ling, FRCP, (2nd ed.)
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The Doctor-Patient Relationship in the

Treatment of Alcoholism

• The author covers the roles of the doctor and patient in the treat-

ment of alcoholism in a very interesting report. He places the

emphasis on the relationship and the present reality rather than on

the presumed underlying illness and its ancient, even though still

alive, conflicts.

T^HOSE who treat alcoholic patients may
expect them to be difficult, hard to un-

derstand and easy to reject, if they are

not rejected first by them. Alcoholics are

extremely sensitive to criticism, and they

may feel criticized even when there is no

conscious intent on the part of the ther-

apist. They are, indeed, prone to perceive

any confrontation as attack, any hint of

disagreement as disapproval and rejec-

tion. And they react by rejecting those

who try to help them, by withdrawing or

holding back; in most cases they deny that

problems exist for which they need help.

Therefore, the therapist has to be tactful,

sensitive to his patient’s sensitivity, and
ready to examine his own intent for evi-

dence of bias. Even though alert and em-
pathic, he should strive to remain impar-

tial to his patient’s problems.

Presented at Physician’s Seminar on Alcohol-

ism, sponsored by Touro Infirmary, Mental
Health Center, New Orleans, on Feb. 7, 1969.

Doctor Hartocollis is senior staff psychiatrist,

the C. F. Menninger Memorial Hospital, Topeka,
Kansas.
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PETER HARTOCOLLIS, MD, PhD
Topeka, Kansas

The Patient’s Motivation

When the alcoholic addiction or compul-

sive drinking has been established and the

patient himself finds it impossible to deny

his problem, even though he may still try

to minimize it, the treating physician is

faced with a serious dilemma. Should he

accept for treatment a patient whose mo-
tivation he doubts, to say the least? How
should he approach such a patient if he

decides to offer him treatment?

There is a tendency to view the patient’s

motivation globally, in an arbitrary, al-

most moralistic fashion, as an issue of

right or wrong. It is commonplace to say

that alcoholics are not motivated. But it

is perhaps becoming as common these

days to question the validity of such a

statement. A similar question one often

hears is about the existence or not of

an alcoholic personality. Implicit in both

questions is the idea that there is not such

an issue as an alcoholic patient’s motiva-

tion or an alcoholic personality. The fact

remains, however, that the issue of the

alcoholic patient’s motivation, as well as
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personality, is felt by all those who
treat alcoholic patients to be real and im-

portant .

1 The issue is broader than the

subject of alcoholism and alcoholic pa-

tients as a distinct clinical entity—dis-

puted and misused as much as any diag-

nosis. It encompasses all treatment by
psychological means. For the presence or

absence of motivation means the differ-

ence between success and failure in any
psychotherapeutic endeavor.

Whether one should begin therapy with

a patient who is not motivated is a real

and important question, especially since

many therapists are inclined to answer it

in the negative when it refers to alcoholic

patients. But it hinges upon another ques-

tion which is whether we know what we
mean when referring to a patient’s moti-

vation. And to say that we mean the pa-

tient’s motivation for treatment may not

clarify much, as the patient’s motivation

for treatment could be quite definite but

obscure in its determination and, there-

fore, ambiguous as to its purpose. A pa-

tient’s motivation for treatment may not

be the same as his motivation to get well.

A patient may choose to have treatment

for reasons other than the ostensible wish

to do something about the illness for

which he comes to treatment. This is

often the case with alcoholic patients who
are forced to treatment by external cir-

cumstances, such as pressure from anx-

ious relatives, from concerned employers,

or from enlightened but inevitably threat-

ening public officials. Another patient

may like to have treatment but not psy-

chotherapy; and this is again the case

with many alcoholic patients who find it

difficult to accept the idea, even when con-

firmed by a doctor, that their illness is

basically psychological. Similarly, a pa-

tient may wish to have help but not for

the same reasons that others, including his

therapist, may think he needs help. Thus
an alcoholic patient may want to stop

drinking and may have no use for the idea

that he needs to change psychologically;

conversely, another one may want to have

treatment in order to be able to continue

drinking, albeit in a normal fashion.

All this may be inherent in what we
mean when we talk about a patient’s mo-
tivation. But obviously we are talking

about different patients, even when we
label them all “alcoholics.” The result of

this confusing situation is that, frequent-

ly, what determines whether an alcoholic

patient will be taken into therapy or not

is the doctor’s motivation rather than the

motivation of the patient. Is there a way
out of this “embarrassing for the doctor

and harmful for the patient” situation?

The usual way of coping with the di-

lemma that an alcoholic’s motivation poses

is for the doctor to whom he is referred as

a patient to put him in a class with other

alcoholic patients and diagnose the lack

of motivation for treatment in all of them.

That there is something negative about

the alcoholic patient’s motivation, not only

when he comes to a doctor for treatment

but also in the way he conducts himself

in life, especially with those who are

closest to him at home, at work and in

the community at large, seems rather ob-

vious. But, in my experience, what appears

to be lack of motivation on the part of an

alcoholic is lack of motivation only inso-

far as he does not agree with our motiva-

tion for helping him.

An alcoholic who does not want treat-

ment and rejects our help really rejects

those of us who offer the help, rather than

the idea of help; more than that, he tends

to associate the idea of help with the

image of the helper. This is usually an un-

realistic image, reflecting the patient’s

past relations with people, especially basic

childhood relations as with mother and fa-

ther rather than the real person of the doc-

tor. But quite often the doctor makes it

harder for the patient to tell the difference

by adding his own biases and unrealistic

feelings about the alcoholic who refuses

help. To react in an angry and contemptu-

ous manner to a patient who, for neurotic

reasons, rejects the doctor’s help is to fail

to understand and, thus, to be helpful in

the true model of a doctor. It is, indeed,

paradoxical that the same doctor will not
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question a suicidal patient’s need of treat-

ment or a psychotic patient’s motivation

when it comes to offering his help; and
the comparison can be extended to patients

with somatic illnesses who resist treat-

ment or who relapse, as alcoholic patients

tend to do.

The Choice of Treatment

The next issue a therapist has to face

when confronted with an alcoholic patient

is what kind of therapy to offer him.

Should he concentrate on the addiction

and whatever conflicts it creates for the

patient in a once-per-week, brief, crisis-

oriented interview, or should he try to un-

cover and resolve the conflicts that pre-

sumably lead to the addiction by engaging

the patient in intensive, long-term psycho-

therapy? That is where the question of

diagnosis enters the picture. If the ther-

apist is dynamically oriented, he will

tend to see the patient’s drinking as a

symptom of an underlying illness, and

make the illness rather than the symptom
his business. And yet he cannot ignore

the symptom, for an alcoholic patient’s

drinking will inevitably interfere with

treatment and eventually destroy it.

If the patient is affluent enough to be

able to afford it, the therapist might offer

him psychoanalysis or psychoanalytically-

oriented therapy. And yet he may not,

for the underlying illness may be too

dangerous to touch, as when the patient’s

drinking is a way of protecting himself

from psychotic disintegration. In such a

case, a more supportive, suppressive rath-

er than explorative type of therapy, but

by no means brief psychotherapy, would
be indicated. The emphasis should be on

the doctor-patient relationship and the

present reality rather than on the pre-

sumed underlying illness and its ancient,

even though still alive, conflicts.

It is the patient whose alcoholic prob-

lem has developed around a neurotic ill-

ness, whose ego strength, as judged by
his accomplishments and by psychological

testing, is fair, who will be taken into

an explorative type of psychotherapy in
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the model of psychoanalysis. On the other

hand, a patient whose personality frame-

work is questionable—that is a patient

whose anxiety tolerance is low and whose
ability to control his impulses is poor,

whether he is psychotically vulnerable or

not—would be a questionable candidate

for psychotherapy of any kind, unless sup-

ported by hospitalization and milieu treat-

ment. This would be the alcoholic patient

whom we diagnose as having a character

disorder, such as a psychopathic, narcis-

sistic or infantile personality, whose alco-

holic problem having developed quite early

in life is just one among other problems

of behavior.

As with individual psychotherapy, there

are various techniques of group therapy

in use with alcoholic patients, and not all

of them are equally indicated. Here again,

the individual diagnosis beyond the identi-

fication of the alcoholic syndrome should

serve as a guide. This is not usually the

case. Most group psychotherapists who
treat alcoholic patients specialize in the

treatment of such patients, and they do

not see much reason for diagnosing their

patients in depth. They may reject an

applicant with an obvious psychosis or se-

vere brain syndrome, but otherwise they

will include alcoholic patients in the same
group regardless of the underlying pa-

thology. These therapists consider group

therapy as specifically indicated for alco-

holic patients of virtually any kind. They
explain their recommendation on the the-

ory that alcoholic patients possess certain

personality characteristics that would

make individual psychotherapy very diffi-

cult, if at all possible, yet would allow

group psychotherapy to proceed beneficial-

ly and without much difficulty. Among
such unwieldly characteristics, they cite a

strong hostility against figures of author-

ity, which would make an alcoholic patient

too anxious to face his therapist in the

one-to-one relationship of individual psy-

chotherapy, but would not greatly inter-

fere in the group situation where the

anxiety is shared by other patients who
feel the same way about the therapist. Un-
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conscious homosexual tendencies, allegedly

common in alcoholic patients, are also di-

luted by the presence of other patients,

even though it is hard to see why jealousy

would not become a problem when such

patients realize that others in the group
share erotic feelings for the same ther-

apist.

The Therapeutic Alliance

No matter what kind of therapy is

chosen, however, an important, perhaps

crucial, factor for the success of treatment

is the possibility of establishing a “work-

ing” relationship with the therapist. This

may sound like a truism, for the relation-

ship between patient and therapist is im-

portant in any kind of treatment with any
kind of patient. Yet with alcoholic pa-

tients the importance of this relationship

takes on special significance. Alcoholic

patients tend to experience their ther-

apists in a characteristic way and to elicit

in them complimentary experiences.

One does not need to be a psychiatrist

or even a physician in order to develop a

therapeutic relationship with an alcoholic

patient. What he needs is to have as his

goal the patient’s need for help. This goal

may or may not be made explicit. Actual-

ly, the idea that the therapist is anxious

to help may not be the most helpful thing

for an alcoholic patient. There are several

reasons for this apparent paradox, and
some of these reasons apply not only to

the treatment of alcoholic patients but to

the treatment of any other patient.

The rule of neutrality that Freud rec-

ommended for psychoanalysts is based on

a rationale that transcends the scope and
principles of any technique of psycho-

therapy. The idea that the therapist

should stay out of the patient’s problems

so as to allow him to develop a genuine re-

lationship is what an analyst has specifi-

cally in mind. By taking a neutral stand,

he is able to show to his patient that he

personally has little to do with what the

patient thinks about him and with the way
he feels about him. The neutral analyst or

therapist could point out to his patient

that whether he likes him or not, whether
he feels angry with what the therapist

says and especially does not say, or feels

happy with him, the patient reacts to some
inner reality of his own rather than to the

real feelings and intentions of the ther-

apist, a conflictual reality that he carries

on from his past and reflects on the neu-

tral therapist.

In essence, the patient mistakes the

therapist for someone else, a person like

his mother or father, feeling the way he

felt about them when he was very young
and helpless, and particularly impression-

able because he was young and helpless.

Now, in the therapeutic situation, the pa-

tient tends to transfer the kind of feel-

ings and thoughts he had once about his

parents or other important family mem-
bers to his therapist, because he feels help-

less again and regresses to a point where
he is not too different from a child, emo-

tionally, of course, but also intellectually

sometimes, when the transferred feelings

are especially strong. His intelligence,

which is not that of a child, and his later

experience cannot help him much. In fact,

they tend to confuse him as they supply

him with arguments against the under-

standing of the true nature of his feelings

and thoughts. The patient needs to have

the strength of character, enough ego

strength, as we say, to pull his observing

ability above the level of his infantile feel-

ings. Then he can reason along with the

therapist regarding his conflicts, resolving

them by making rational rather than emo-

tional choices, rational in terms of his

present needs and reality in general. Such
choices would eventually help him unlearn

the old, disadvantageous, unhealthy pat-

terns of his emoting and acting behavior.

And, with the help of his everyday experi-

ence outside of the therapeutic situation,

that is by interacting with a fairly nor-

mal environment, he will learn new,

healthier patterns of living.

But the patient’s ability to detach him-

self from his infantile feelings, his trans-

ference feeling toward the therapist, de-

pends on whether or not a “working” re-
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lationship has been established between

patient and therapist. Known also as

“therapeutic alliance”, 2 such relationship

is characterized by a commonality of pur-

pose, a personal commitment to the ther-

apist. which makes the patient feel that

no matter how his therapist sounds or

looks to him, he, the therapist, is really

trying to help him. It is a consistent and

stable relationship of trust which is made
possible by the existence of a nucleus of

strength in the patient’s personality, one

that is derived from early satisfactory ele-

ments in his relationship with mother, and

by the therapist’s objective but sensitive

handling of the patient, a handling that

might be compared to the intuitive re-

sponses of a loving mother toward her in-

fant. The condition of therapeutic alliance

is, indeed, another form of motivation for

treatment, but within a meaningful and

realistic context: that of the doctor-patient

relationship.

The prescription of controlling devices,

such as Antabuse® (disulfiram) . hospital-

ization or both, as parameters of psycho-

therapy is usually necessary with alco-

holic patients initially and until a reliable

therapeutic alliance has been established .

3

It follows that the basic weakness of the

patient’s personality organization is going

to determine the length of time that such

parameters of treatment will be necessary.

In fact, it is the same criterion, the basic

personality weakness, whether it is diag-

nosed as neurotic, characterological or psy-

chotic, that will determine the prognosis

itself and the length of psychotherapy.

The Patient’s Personality

Implicitly, as when they recommend
special approaches or modifications of

standard psychotherapeutic techniques,
often quite directly and specifically, most
therapists assume the existence of person-

ality attributes unique to the alcoholic pa-

tient. Such an assumption has been wide-

ly disputed but mainly by non-clinicians

and rarely by those who treat alcoholics.

The argument against the hypothesis of

an alcoholic personality is that attempts
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to validate it by means of psychological

tests have been unsuccessful. Also the find-

ing that patients addicted to alcohol may
have different personological diagnoses

makes the hypothesis seem untenable. A
less controversial view is that certain phe-

nomenological characteristics are related

to the process of the alcoholic addiction

rather than to factors preexisting or con-

tributing in any significant way to its de-

velopment.

The fact remains, however, that alco-

holic patients have always impressed their

therapists as being more similar than not

in their response to treatment, even when
approached in depth as by psychoanalysts

and other dynamically-oriented psycho-

therapists. This is my experience, too,

even though I have often felt that other pa-

tients, who in all evidence have no drink-

ing problems, are very much like alcoholic

patients in personality as well as in their

reactions to treatment. What I think makes
all of these patients similar is a severe dis-

turbance in their characterological make-

up. a common factor that is to be found

in narcissistic personalities. It seems to

me that what characterizes alcoholic pa-

tients is a pathological narcissism, a con-

dition that transcends a patient’s ego

strength or weakness, centering on a vul-

nerable self-esteem that needs a constant

supply of affection and recognition with

little or no regard for the persons who sup-

ply these needs .
4

More than with any other kind of pa-

tients, perhaps, a therapist tends to re-

spond to an alcoholic’s words, attitudes

and behavior subjectively and emotional-

ly. Whether or not this is uniquely char-

acteristic of treatment with alcoholic pa-

tients (one could see how this is also the

case with any patient who tends to exter-

nalize or act out his conflicts) such pa-

tients do seem to have an unusual ability

to provoke negative reactions in their ther-

apists. Frustration, anger, contempt and

helplessness are common counter-transfer-

ence feelings that develop during the ther-

apeutic process and, unless the therapist

deals with them promptly and honestly,
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they may destroy the treatment. Often,

countertransference attitudes and feeling's

are defended against by the therapist with

the adoption of a seemingly positive but

still untherapeutic reaction. Thus, frustra-

tion and anger may lead to an overindul-

gent, excessively permissive attitude,
which is bound to increase rather than do

away wtih the patient’s denial and, in a

vicious circle, add to the therapist’s bur-

den of negative feelings, to the benefit of

no one.

The Therapist’s Personality

Bec°use the attitude of the therapist is

so important in the success or failure of

treatment with alcoholic patients, the

choice of psychotherapeutic technique is

nrobably secondary to the question of who
is going to be the therapist. Special char-

acteristics, reflecting the therapist’s per-

sonality makeup on the one hand, and his

particular attitudes toward an alcoholic

patient on the other, seem to be essential

for therapy to take place at all or to con-

tinue to fruition. Personal warmth, friend-

liness and permissiveness, as opposed to

either aloofness and impersonal objectiv-

ity or a judgmental attitude are charac-

teristics that a therapist should have, ac-

cording to most authors. That the thera-

pist should be active, verbally intrusive

rather than passive and silent, is another

common recommendation. Tolerance and

patience, freedom from contempt, sincer-

ity and an attitude of humility sound like

truisms that have relevance to the treat-

ment of any patient, alcoholic or not, by
any means of treatment; but they are also

emphasized as important ingredients of

a therapist who works with alcoholic pa-

tients. The emphasis, however, is to be

understood as having reference to parallel

negative attitudes that a therapist is liable

to develop when dealing with alcoholic pa-

tients; these are attitudes that comprise

part of the therapist’s countertransfer-

ence, that is his reaction to the patient’s

transference feelings and attitudes, which

may be expected to take place in any treat-

ment situation, especially in a long and in-

volved type of psychotherapy.

As with feelings and attitudes, various

therapists like to advise what one should

tell an alcoholic patient, what words to use

in order to help him stop drinking, how to

appeal to his sense of duty, how to shame

him, threaten him, provoke him, and so

on. Others emphasize the need to support

and enhance the patient’s self-esteem, how
to do away with the patient’s denial and
narcissistic defenses without throwing him
into despair, new drinking and premature
termination of treatment. Different ther-

apists use different formulas, as they use

different methods of treatment, and claim

success, which they may have, but not

necessarily because of any particular for-

mula or method of treatment they may
prefer. In all probability, it is not what a

doctor tells the patient which counts, but
how he tells what.

Words count, not because they explain,

or edify, but only inasmuch as they con-

vince the patient that the doctor under-

stands. Of course, neither nonsense nor

irrelevant talk helps, even though what
sometimes sounds irrelevant or remote

from the patient’s problems may be per-

tinent to the situation as defined by the

doctor-patient relationship. And this is

the crucial point in the treatment of al-

coholics. As long as the doctor remains

in control of the situation, aware of what
is happening to him and to his patient,

and is concerned with his patient’s wel-

fare, the patient will benefit from treat-

ment. For. even if he forgot what he

heard the doctor saying, the doctor’s bene-

ficial impact will prevail, making the

patient feel that as long as the doc-

tor knows and cares, the result is the

same. If at all in doubt, he will remember
to ask again. All this is the result of trans-

ference, of course, that is the revival of

ancient feelings of trust, which the patient

was able to experience as a very young
thing toward his mother or other available

adults in his early life, before he learned

to distrust her and everybody else. This is

one side of the coin and cannot last long,

as the other side will soon show up, the
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negative, mistrustful image of the other

side of an alcoholic's ambivalence, which

makes for pathological dependence or

aloofness and alienation. The doctor needs

to watch out for his countertransference

feelings so that they do not prove the pa-

tient's suspiciousness, based on early bad

experiences, right, and destroy the thera-

peutic alliance.

A Therapeutic Dilemma

It is easier to shame, scare or alienate

an alcoholic patient than to make him feel

guilty, probably because guilt is a shatter-

ing affair for an alcoholic, which is con-

nected with very primitive, destructive

wishes. Since childhood, long before he

began drinking and when no one would be

able to predict that he might become an

alcoholic, he learned to hide his unhappy
feelings, his weaknesses and his fears, in

order to appear cheerful and independent.

For that is what he felt his people, his

mother in most instances, wanted him to

be, happy and brave, in order to accept

him. He suspected that his mother did not

really care, and he was often terribly angry
at her, feeling guilty for being angry, but

did not say anything. He complied with

the adult wishes and secretly resented the

fact that he did. All these feelings and
mental defenses and a compounding se-

quence of counterfeelings and defenses he

is bound to bring into the relationship

with his therapist.

The therapist, in turn, is liable to react

with the feelings that the patient's early

and influential relatives had, countertrans-

ference feelings of naive optimism, super-

ficial trustfulness and egocentric posses-

siveness, soon to change into anger, disap-

pointment and despair. Concerned that his

patient cannot afford to continue drink-

ing, the doctor expects him not to drink

again. But, somehow, he conveys to him
an ambivalent, promising and at the same
time threatening message, namely that he
will love him if he abstains and will reject

him if he drinks again. As the patient sees

it, he is put in a position to promise some-

thing he cannot afford not to; it would be
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assuming a contract that he himself would
resent and the doctor would repudiate

equally resentfully if he were to be con-

fronted with it. Thus, treatment becomes
a game of sorts, with both doctor and pa-

tient playing roles rather than acting in

accordance with their true identities, that

of doctor and patient, respectively.

A similar predicament is likely to de-

velop when the therapist begins taking a

personal interest in the patient and, with

the intention to be supportive, he inter-

venes in the patient’s life, deciding what
is good for him, advising him, talking to

his employer and friends, rescuing him
from drinking episodes, etc. The therapist

loses his neutrality, and the patient is no

longer in treatment, even though he may
still come and talk to the doctor and look

as if he has improved. In reality, however,

he is just dependent on the doctor, and
even if he does not drink he improves little

otherwise, being unable to maintain his

apparent improvement without maintain-

ing his dependence on the doctor.

The situation, whereby the patient’s

welfare is determined by the availability

of a particular doctor, may be preferable

to that which prevailed before the patient

came to treatment; and, indeed, such treat-

ment may be considered successful as long

as it is understood that it should go on in-

definitely. This is, of course, what Alco-

holics Anonymous has always practiced,

and it may be what some enthusiasts of

open-ended group psychotherapy are wit-

nessing .

5 Incidentally, the fact that many
alcoholic patients join AA during or after

treatment, desirable as it may be for the

welfare of the patient, creates one more
difficulty for the therapist who would like

to know whether his treatment was effec-

tive or not beyond the termination point,

if there is one.

A Prescription for Therapists

If I had to be specific, I would prescribe

the patient-doctor relationship as follows:

A therapist should be able to become in-

volved in the patient’s story without losing

himself in it— his role as a physician and
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his identity as a human being, someone

who cannot respect himself unless he re-

spects the other one’s rights and beliefs,

even when they sound foolish or wrong.

He should be able to commit himself to the

patient’s cause without identifying him-

self with it— his feelings and goals from
those of his sick patient. He should be able

to be empathic and yet neutral, to be help-

ful without taking over. The doctor should

let the patient decide: but he should m°ke
every effort to clarify the choices as he,

the doctor, sees them. His interventions

(confrontations, interpretations and other

verbal means of help) should be onen. not

closed: offering a choice rather than clos-

ino- a decision; and suggesting a way out

rather th^n mortifying and condemning.

The doctor may hope thrt his patient

will follow the choice he himself would

make: but he should not expect his pa-

tients to do as he wants, for then it would
be the doctor’s wish and choice, not the

patient’s. Other patients may do whatever
their doctor wants, but alcoholic patients

as a rule will not, even when they may say

so. Quite often they will say what they

think the doctor wants to hear, as they will

for the benefit of relatives and friends,

but only in order to please their doctor and
with no intention of doing what they say.

They would rather lie than displease, and

hide and deny than disappoint or anger

those they depend upon for love, and, in

general, for emotional support.

It is difficult, of course, to become en-

gaged in someone’s problems and not

to become influenced by them, to show
warmth and concern without conveying

the idea of favoritism, and to be interested

in the patient without becoming partial to

his interests. But this is where a thera-

pist’s skill and psychological-mindedness

can make the difference. This is where a

therapist’s alertness to the feelings that he

elicits in the patient, but also to the feel-

ings that the patient elicits in him, is go-

ing to help. I am speaking again of what
in technical language is known as trans-

ference and countertransference. And
when I am talking about a therapist, I

mean any person, doctor or layman, psy-

chiatrist or general practitioner, anyone

who takes it upon himself to treat alco-

holic patients.
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Medical Management of the Effects of

Alcohol and Alcoholism

• The author gives his personal approach to the problem and

stresses that alcoholism is not a disease.

T PREFER to speak to you of my own
understanding and experiences with al-

coholism and alcoholics. We see the world

through the prejudices of our own eyes,

so rather than confound you with the

views of others, I will relate only my own
personal approach.

Dealing With a Poisoned Person

The first thing to consider in dealing

with the drunken alcoholic is that we are

dealing with a poisoned person or that this

situation is a poisoning. Secondly, by the

time you as a physician are called upon
to see the alcoholic, you are dealing with

a chronic poisoning as well as a possible

acute poisoning. As practitioners we rare-

ly see the person who is only occasionally

“polluted”. This person crawls into bed
to sleep it off and is attended by his

spouse or friend. If you are called under
these circumstances, you can cure him
with a suppository and a benediction.

But, even if he is your best friend, it is

a mistake to make a big joke of the inci-

dent. You should let him, or her, know
that you think he is an idiot for getting

smashed. I would also make sure first

that there is no injury involved and sec-

ondly that there is not more going on

than meets the eye. It should ring a small

bell in the back of your head and alert you

to suspicious happenings in the future.

Presented at the Physician’s Seminar on Alco-

holism, Touro Infirmary, February 7, 1969.

Sponsored by the Community Health Center,

Committee on Alcoholism for Greater New Or-

leans and grant-in-aid from Merck, Sharp and
Dohme Laboratories and Ayerst Laboratories.
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Alcoholism Begins in School

Why do I say that when we as prac-

titioners see an alcoholic, we are dealing

with a chronic poisoning . . . because

alcoholism begins in high school and col-

lege generally. It prevails in housewives,

business and professional people; and the

executive branches of industry and gov-

ernment run on alcohol. Alcoholism is less

apparent clinically in laboring people be-

cause of the economics of treatment and in

housewives because it is more concealed;

but it is there.

More Than One Involved

The second consideration is that alco-

holism is not an individual or single per-

son condition. It is at least a folie a deux

or a trois if not a folie a joule. Therefore,

although you are delivered a body to cure,

you can not be quite sure who the patient

or patients are. The real patient may be

a spouse, a mother, or a whole crowd of

people.

Alcoholic Not Honest

The third consideration is that the al-

coholic is not honest. He is not honest

with you or with anybody else so there is

no need to feel there is anything personal

in the dissimulations and manipulations,

and so there is no need to get your feelings

hurt.

You Must Be in Charge

The fourth consideration is that if you

expect to have any degree of success, you

must be in charge of the patient and in

charge of the environment. The situation

may be too dangerous to have it otherwise.

Assessment of Patient

After all of these considerations you

may begin to assess the patient, his physi-
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cal status, his chemistries and his reac-

tions. To keep this in an orderly fashion

I think we should start at the head and

work downwards.

First, there is an acute and chronic in-

toxication of the brain and nervous sys-

tem. This may encompass confusion, de-

pression, excitability, convulsions and

coma. It is always wise to assure your-

self that there is no brain trauma. If the

patient is comatose and alcoholic and has

a pulse rate under 80 per minute, search

for a head injury, especially if there is

hypertension. Also rule out status epilep-

ticus, stroke, tumor, diabetes, infection,

and other intoxicants such as Demerol®,

tranquilizers or barbiturates. The patient

is bound to have a pharyngitis and a dry

sordid mouth. You know he has bronchi-

tis and tracheitis, a cough and possibly an

aspiration, viral or Friedlander’s pneu-

monia. He may have an alcoholic myocar-

ditis and he may have esophageal rupture

from vomiting.

You also know he has a gastritis but he

may have a gastric or duodenal ulcer. If

he is bleeding or vomiting blood, it is im-

portant to know whether it is from the

esophagus, stomach or duodenum.

He may have diabetes, or hypoglycemia,

or pancreatitis. He may have alcoholic

hepatitis, cholangitis, or cirrhosis. He
may also have urinary retention and ob-

stipation or diarrhea. He will probably

have tremor and muscular weakness.

He is overhydrated and may have an
electrolyte disturbance of possibly Na, Cl,

K and Mg. Therefore, you can make up
your mind at least that he is poisoned by
alcohol, he is probably addicted to ciga-

rettes, overstimulated by coffee and ad-

dicted or chronically sedated with bar-

biturates, or tranquilizers, especially Lib-

rium® or Thorazine®. He is acidotic, and
his liver is overtaxed in detoxifying multi-

ple poisons.

In other words this is a serious compli-

cated problem and you do not need out-

side obstruction from family, friends,

patsys or paramedical personnel who may

be slipping him more alcohol, barbitu-

rates, or tranquilizers.

So where do we begin after we have

ruled in or out these various diagnoses.

It is not my purpose here to discuss the

treatment of head injuries, GI bleeding,

diabetes or hepatitis. These conditions

may have to be managed in addition to

the intoxication.

Treatment

First, I do not treat drunks at home
or in a hotel room. Those who are coming
off a drunk and have been drying out for

four to five days still need a controlled

environment. I can not trust them with

medication, and I can not rely on their

account of abstinence or nutrition. The
patient may be more confused than you

think and he may be on the verge of de-

lirium. Therefore, I want him housed,

fed, medicated and diagnosed. He should

be in a bed with side rails, protected from
chilling, kept in a room that is well lighted

day and night, be under competent obser-

vation, prevented from falling and hurt-

ing himself, denied alcohol, cigarettes, and

coffee, given nourishing food, sedative

massage, supplemental vitamin B and C,

anticonvulsants, such as Dilantin®, and

comforting doses of Valium® or Atarax®.

He should be allowed to sleep as much as

possible.

The truth is there is no medical antidote

for alcoholic poisoning. If the poisoning

-is severe enough to produce deep coma and

respiratory distress, it may be necessary

to establish an airway and to use a res-

pirator. In those foolish pranks or com-

pulsive acts where a large amount of alco-

hol is drunk quickly, it may be necessary

to resort to dialysis to prevent death. Re-

spiratory stimulants are at best a stopgap.

Analeptics are of little value. Many pa-

tients should have an indwelling catheter,

fluid intake and output records should be

kept and electrolyte studies made; and

now that we can do blood gases and Ph
determinations we may be able to main-

tain better metabolic balance. There is

at present no known way to speed up the
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metabolism of alcohol and no known anti-

dote to alcohol, so we must maintain and
protect the patient until this toxic sub-

stance has been metabolized, and then we
must attempt to reestablish normal func-

tion.*

Program of Feeding and Conditioning

When the immediate crisis is over, the

patient should be started promptly on a

program of feeding and physical condi-

tioning. He should be taught to eat, be

taught to sleep, and be conditioned by ex-

ercise. The patient should be shown what
it feels like to feel well. He should be

brought to as maximal a state of condi-

tioning as can be achieved in the pre-

scribed time. He should be taken off

drugs and taught to function without

them. This requires no less than three

weeks and preferably four weeks.

Crisis Treatment

How do we go about this complicated

business? The treatment of the first four

or five days to a week is crisis treatment.

We meet situations as they arise. Hypo-
tension should be treated by intravenous

fluids or blood, diabetes by insulin, bleed-

ing by the appropriate methods, and so

forth. X-ray and consultation should be

used early. The patient needs careful and

continuous observation of pulse, blood

pressure, respiration, temperature, blood

chemistries, fluid intake and output, and

behavior.

Program Takes Weeks
When the patient begins to function,

treatment then depends upon the drive,

interest, and the impact of the physician.

He must provide sufficient discipline, di-

rection and motivation to propel the pa-

tient through the treatment program. He

* In support of my contention that drunkenness

is a poisoning I would like to note that according

to a report from Johns Hopkins Medical School

by Dr. A. I. Wolder and a multidisciplinary team,

hemodialysis of severe acute intoxication in

chronic alcoholics without any medication relieved

their physical and mental symptoms. Delirium

tremens either ceased or failed to occur at all in

those in whom it was expected.
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must deal with the “here and now” of eat-

ing, sleeping and exercising and of return-

ing to a healthy way of life. In my experi-

ence there is no way biologically to initiate

such a program of intensive training and

conditioning in less than three weeks. In

other words, do not send your patient

home in four or five days when he says,

“I’m all right, Doc.”

Help Patient Help Himself

Finally, do not be discouraged with fail-

ures or breakdowns. Do not put yourself

on a rescue mission or commit yourself to

curing the patient as he will let you try,

and try, and try, and try, and try, and will

defeat you. However, you can commit
yourself, even dedicate yourself, to help-

ing the patient help himself, to gird up
and to encourage him to be critical of his

failures without criticizing, and to express

a belief that the patient can and indeed

may succeed in ordering his life better.

More acceptable life patterns usually occur

later as the patient ages and mellows and

becomes less tolerant to drink. In this

way you cannot fail, and to fail is to be

forced out of the treatment picture.

Alcoholism Is Not a Disease

I would like to make it clear that I mean
no disrespect for other members of the

panel nor for anyone who holds different

views. However, I think this prattle that

“alcoholism is a disease” is a bunch of

malarky. Secondly, I think it robs the

alcoholic of the one prop that he needs

most desperately and that is the stimulus

to be responsible for his own acts. I think

it is sentimental damaging reasoning al-

most like considering poverty a disease.

The Supreme Court tried to deal with this

problem and in a desultory five to four

decision allowed that alcoholism is a “dis-

ease entity”, whatever that means. How-

ever, to have legislated or adjudicated al-

coholism as a disease would have played

havoc with alcoholics and hospitals as it

would have prevented the police from

picking up these people and putting them

in the drunk tanks on cold and rainy
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nights, and it would have swamped the

hospitals.

Behavioral Aberration

I believe alcoholism is a behavioral ab-

erration with an addiction overlay. It

starts out in a social setting-, the “in-

thing” to do; it becomes part of the social

habit of the person and group, and pro-

gresses into an addiction. That the alco-

holic is sick cannot be denied; he becomes

sick as he is poisoned. That some people

have low tolerance to alcohol and some are

addiction prone to alcohol, sedatives, tran-

quilizers and narcotics are generally rec-

ognized. Some people would become alco-

holics in any society in which alcohol is

available and in which they are considered

amusing and playful.

Alcoholics Classified

The following is my classification of al-

coholics and how I see them:

1) Aleoholoidio tics, those people who
drink because it is the “in-thing” to do.

They are generally young people who do

not yet know who they are and they are

seeking identity. They are sheep, they

follow the crowd.

2) Alcoholoneurotics, those people

who are disturbed and maladjusted,

who use alcohol to allay fears and to

relate to others; these are lost souls, they

do not know how to order their lives.

3) Alcoholopsychotics, those people

for whom alcohol provides a mask of

sanity, a desperate crutch which allows

them to function in society; these are

desperate people.

4) Alcoholocompulsive drinkers, or

doers or users of anything. The nature

of this person remains a mystery.

Alcoholic Is Tragic Figure

It seems absolutely preposterous to me
that a society considers the drunk a funny
man when he is involved in over 25,000

traffic fatalities and over 800,000 serious

traffic injuries a year. He is not funny,

he is a tragic figure although his antics

may be amusing because they are so re-

vealing. You do not see alcoholism in a

Buddhist society or a Moslem society be-

cause it is not tolerated by the society . . .

but you do see opium addiction. It seems

fantastic to me that we have a day-long

session on alcoholism and there is no place

in this program for the traffic carnage.

We are too busy excusing the drunk.

Cure Rates

What are the cure rates or arrest rates

of the so-called treatment methods. Psy-

chiatrists claim an arrest of drinking in

about 18 percent of their patients; inter-

nists and general practitioners about 16-

17 percent; Alcoholics Anonymous about

20 percent; and about 4 percent stop

spontaneously without professional inter-

ference.

Present Trend Damaging

In my mind the present trend to legis-

late alcoholism into a disease is sentimen-

tal and damaging. What are the ingredi-

ents by which a society or a therapist in-

vites illness in a subject? They are:

1) Reactions of sympathy, in which

the therapist becomes involved in the

emotions of the subject; he compounds
the problem.

2) Reactions of overprotection,

which means that the therapist really

does not have much confidence in the

subject.

3) Reactions of freedom from re-

sponsibility, which means that the ther-

apist really does not have much respect

for the subject.

The Bible Speaks on the Subject

Let me now give you a short piece from

Proverbs 23:29-35:

Who hath woe?
Who hath sorrow?

Who hath contentions?

Who hath complaining?

Who hath wounds without cause?

Who hath redness of the eyes?

They that tarry long at the wine;

They that go to seek out the mixed wine.

Look not thou upon the wine when it is red,

when it sparkleth in the cup, when it goeth

down smoothly:

At the last it biteth like a serpent:

And it stingeth like an adder.
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Thine eyes shall behold strange things.

Yea, thou shalt be as he that lieth down
In the midst of the sea,

Or as he that lieth upon the top of a mast.

They have stricken me, thou shalt say,

And I was not hurt;

They have beaten me, and I felt it not:

When shall I awake?
I will seek it yet again.

<5=3C=»

Conclusion

So as a physician and a citizen let me
say that there is no treatment for alcohol

or alcoholism until we hold the alcoholic

responsible for his act and we make it

clear that drunken behavior has no place

in our society.
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Ventricular Septal Defect and Ventricular Aneurysm
Following Myocardial Infarction

• The authors describe the successful repair of a ruptured ventricular

septum with left ventricular aneurysm following myocardial infarction

in a patient who could not be rescued from intractable congestive

heart failure, despite intensive med

"D UPTURE of the interventricular sep-

tum (IVSP) subsequent to myocardial

infarction was first observed at autopsy

and was described by Latham in 1945.

Latham’s finding’s were quoted in detail

in an article by Harrison and associates. 1

The first antemortem diagnosis was by

Brum in 1923. 2 Septal infarction is rela-

tively frequent, as it occurs in about 60 to

70 percent of all myocardial infarctions,

but septal perforation after myocardial in-

farction is very rare. The incidence of

IVSP is reported by various authors in-

cluding Edmondson and Howie in their

large series, as 1 to 2 percent of all myo-

cardial infarctions. 3 The time of rupture

after infarction varies from less than 24

hours to 14 days with an average of 7

days. The survival after IVSP was less

than 24 hours to 13 days with an average

of 5 days. It has been noted that over 50

percent of those with the lesion died with-

in the first week. 4 '6

The first reported surgical repair of

IVSP due to myocardial infarction was by

Cooley and associates in 1957. 7 The pa-

tient survived 45 days after operation.

Since then 17 attempts to close a ventricu-

lar septal defect following myocardial in-

farction have been reported; the longest

survival was 21/2 years. 8 '9

Aneurysms are said to occur in 10 to 38

percent of infarcted cases. 10 '11 Ventricu-

lar aneurysms rarely rupture; their lethal
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effects are the result of wasted cardiac

energy from paradoxical motion and con-

sequent diminution of cardiac output.

The first attempt to repair a ventricu-

lar aneurysm was made by Beck in 1944. 12

He plicated the attached pericardium along

with a fascia lata graft and reduced the

size of the aneurysm. Unfortunately, the

patient died a few weeks later from em-

pyema. Since then, excision of cardiac

aneurysm and ventriculoplasty have been

successfully carried out on a small num-
ber of patients in this country, and on two

patients in England. 13 10

In the reviewed literature there have

been only six attempts to repair both IVSP
and ventricular aneurysm: one in Eng-

land, one in Canada, and four in this

country. 16 '20 The longest survival was 24

months.

The purpose of this paper is to describe

the successful repair of a ruptured ven-

tricular septum with left ventricular an-

eurysm following myocardial infarction in

a patient who could not be rescued from

intractable congestive heart failure, de-

spite intensive medical management.

Case Report

A 55-year-old white woman was brought to the

Emergency Room of Touro Infirmary September

7, 1967 in her initial attack of severe chest pains.

Because of diffuse arteriosclerosis with intermit-

tent claudication in the left calf, aorticoiliac bi-

furcation graft and left femoral endarterectomy

was performed on March 21, 1967, and bilateral

sympathectomy was done on June 8, 1967.

She was pale and sweating profusely. Her
blood pressure was 120/80. The pulse rate was
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126. The cardiac rhythm was regular, but the

apex beat could not be discerned. The heart

sounds were soft; a grade I systolic murmur was
audible at the left sternal edge in the fifth inter-

costal space. The femoral pulses were normal,

and the lungs were clear. The jugular venous

pressure was slightly elevated. The liver and
spleen were not palpable. There was no peripheral

edema. No abnormal neurological signs were
elicited.

The clinical diagnosis of myocardial infarction

was confirmed by the EKG, which showed
changes to a recent posterior myocardial infarc-

tion (Fig 1), with prominent Q waves in L 2, L 3,

and AVF, unusual S-T elevation and T waves’ in-

version in these leads and L 1, V4, V5, and V6.

Electrocardiogram on admission showing re-

cent extensive posterior myocardial infarction.

Blood examination showed: hemoglobin 11.5

gms per 100 ml; WBCs 10,500 with 51 percent

neutrophile, 28 percent lymphocyte, 20 percent

monocyte and 1 percent eosinophile. The SGOT
was 55 units and LDH was 710. Treatment with

heparin was started immediately.

The following morning a grade IV pan-systolic

murmur was heard over the entire precordial

area, and rales were heard at both lung bases.

The blood pressure dropped to 90/60 mm Hg. A
diagnosis of ruptured ventricular septum follow-

ing myocardial infarction with possible papillary

muscle infarction was made. Digitalis and Mer-

cuhydrin were administered intramuscularly.

SGOT was 210 and LDH was 870.

During the next few days, her condition deter-

iorated. On September 16, 1967 she was breath-

less on slight movement about the bed, and she

coughed up blood-stained sputum. Rising pulse

rate, falling blood pressure, and apical gallop

rhythm were also noted together with diffuse

cardiac impulse, suggesting left ventricular aneu-

rysm. The enzymatic test showed SGOT 1040 and
LDH 1930. Rotating tourniquets were applied.

On September 29, 1967, right heart catheteriza-

tion with hydrogen inhalation was done via right

September, 1969—Vol. 121, No. 9

medial antecubital vein. The findings are shown
in Table 1.

TABLE I

HEMODYNAMIC DATA

%

Oxygen

,
Saturation

Pressure

mm Hg

Superior vena cava 53.0

R.A. (mid) 52.5 18/7 (13)

R.V. out 83.7 65/13-18

in 76.5

Pulmonary artery 83.9 59/18

Rt. pulmonary artery 84.1 63/26 (wedge)

Lt. radial artery 93.3 108/69

The hydrogen inhalation studies showed a rapid

appearance of hydrogen when the catheter tip

was in the right ventricle. This is indicative of a

left to right shunt at this level. This was con-

firmed by oxygen saturations showing increase at

the level of the right ventricle. The pressure in

the pulmonary wedge position was elevated; cal-

culation of this shunt revealed the pulmonary to

systolic flow ratio to be 4 to 1.

Suspicion of infarction of papillary muscle

prompted left heart catheterization via right

brachial artery on October 9, 1967, but the cath-

eter could not be advanced past the axillary area

because of arterial spasm.

On October 25, 1967 supraventricular tachycar-

dia with ventricular premature beat (P.V.C.)

occurred and was controlled with quinidine and
adrenal corticosteroids. Surgical correction of the

shunt was now regarded as the only measure
likely to interrupt the “intractable” congestive

heart failure.

Operation

The operation took place on November 2, 1967.

The heart-lung machine used in this case was
bubble-oxygenated system “De Wall type.” Intra-

cardiac heparin (75 mgm) was followed by can-

nulization of the right femoral artery and at-

tachment to a disposable oxygenator. Venous
catheters were then passed into the superior vena

cava, inferior vena cava, and into the right au-

ricle appendage through a stab wound. The cavae

were encircled with umbilical tapes to be used to

divert venous blood into the catheters which were
in turn connected to the venous inlet of the oxy-

genator. Then total cardiopulmonary by-pass was
started.

A right ventriculotomy was performed, and a

defect inferiorly and posteriorly measuring ap-

proximately 2 cm in diameter was seen in the

muscular portion of the interventricular septum.

An area of infarcted muscle of the posterior wall

of the left ventricle adjacent to the ventricular

septum was seen to be exhibiting paradoxical
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motions. Its width was 2x2.5 cm; its thickness

was 0.5 cm as contrasted with 1.5 cm thickness of

other portions of ventricular myocardium.

When the aneurysm on the posterior wall of

the left ventricle was incised, the septal defect

was more clearly visible and easier to repair

through this opening than it was through the

right ventriculotomy. Heavy #1 cardiovascular

silk was used to close the septal defect by passing

mattress sutures through the ventricular septum

and then through the wall of the ventricle so as

to draw the septum up against the ventricular

wall and effectively close the defect.

The left ventricle was closed in layers using a

continuous mattress suture #2 cardiovascular

silk buttressed with Teflon felt pledgets on either

side of the closure. The right ventriculotomy was
closed using continuous 3-0 black silk sutures re-

inforcing the suture line with 2 pledgets of Teflon

felt.

Following incision of the infarction and closure

of both left and right ventriculotomies, complete

heart block occurred; two pacemaker wires were
sutured into the lateral aspect of the left ven-

tricular myocardium and were brought out

through the chest wall to be connected to an ex-

ternal pacemaker. Regular rhythm at a rate of

80 to 90 beats per minute and adequate blood

pressure were maintained, after which the use of

the pump oxygenator was discontinued.

The chest was closed with two drains which
were placed into the pericardium. Recovery pro-

ceeded normally. Isuprel® (0.2 mgm in 100 ml
infusion) and assisted respiration with the Bird

apparatus were needed in the immediate postop-

erative period.

Postoperative Course

On the second day postoperatively, trache-

ostomy was done to facilitate respiratory assis-

tance. By the third postoperative day, she had
normal sinus rhythm without the aid of the pace-

maker and normal blood pressure without need

for Isuprel; the second chest tube was removed
on this day; the pacemaker wires were removed
the next day. On the seventh postoperative day,

the tracheostomy tube was expelled by cough and
was not replaced. Thoracocentesis was performed
once; 1050 ml of straw-colored fluid was removed
from the left hemithorax. By the twentieth post-

operative day, she was ambulatory; by the twen-
ty-seventh day, she was sent to outpatient super-

vision. She was last seen in our clinic in March
of this year, when her condition was good.

Discussion

Post-infarction perforation of the inter-

ventricular septum occurs in about 1 to

2 percent of cases, usually in the period

4 to 12 days post-infarction. It should

be suspected when a patient’s condition

worsens suddenly and is found to have a

loud systolic cardiac murmur. There may
be acute pulmonary edema, tachycardia,

evidence of pulmonary hypertension, raised

venous pressure, and gallop rhythm. Har-

rison, et al, 1 pointed out that the murmur
is pan-systolic and maximal between the

left sternal edge and the apex, unlike the

murmur of congenital ventricular septal

defect, which is normally localized to the

lower left sternal edge. The diagnosis

should be confirmed by cardiac catheteri-

zation because of the grave import of such

a perforation; 50 percent of patients live

no longer than 7 days. 4 '6

Barnard and Kennedy21 in 1965 con-

cluded that the optimal time for open heart

closure of perforation was 31/2 to 6 months
after infarction and rupture. However,

Allen and Woodwark 9 have reported a 15

months’ survival where repair of the de-

fect was performed on the tenth post-in-

farction day and 12 hours after rupture.

They classified patients into Group I (suc-

cessful return to cardiac compensation

with medical treatment)
;
Group II (sig-

nificant improvement with medical ther-

apy permitting elective surgical repair at

2 to 3 months after rupture), and Group
III (requiring immediate surgical repair).

The case herein reported has some of the

attributes of Groups II and III and illu-

strates the value of surgical repair op-

timally timed.

Summary
The successful surgical repair of a post-

myocardial infarction interventricular sep-

tal defect and ventricular aneurysm at the

same operation is described, and a brief

review of similar recorded cases is given.
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Immunization Program of the State Health Department

• The author reports on the State Health Department's immuniza-

tion program. He emphasizes the continuing need tor poliomyelitis

immunizations.

TMMUNIZATIONS against diphtheria,

tetanus, pertussis, smallpox, and polio-

myelitis have been offered on a routine

basis in all parish health units throughout

Louisiana for many years; however, in

1964 and 1965 a parish-by-parish survey,

by population groups, showed immuniza-

tion levels in some areas of the state to

be critically low. Most population groups

were, however, well immunized against

poliomyelitis, obviously due to the mass
poliomyelitis vaccination campaigns of

1963.

In an effort to raise the immunization

level of all groups in all areas of the state,

personnel of the immunization survey

teams, in cooperation with parish health

unit personnel and local medical societies,

began conducting mass immunization pro-

grams throughout the state in September

of 1965. By March 1, 1967, mass immu-
nization programs for diphtheria, tetanus,

pertussis and smallpox had been complet-

ed in 33 parishes. Following in a nine

month period during which all activities

were directed toward a statewide measles

eradication program, the teams resumed

their DPT and smallpox campaigns again

in January of this year. Forty-two par-

ishes have been completed.

In 1965, the Health Department started

offering measles vaccine routinely to chil-

dren ages 1-3. This was extended to in-

clude all preschool children in Septem-

ber of 1966, and in January of 1968 the

vaccine was made available for all chil-

dren through 12 years of age. For the

first two years, the program showed only

limited success. The break came in March

Doctor Hedmeg is the State Health Officer,

Louisiana State Department of Health, P. O. Box

60630, New Orleans, Louisiana 70160.

ANDREW HEDMEG, MD, MPH
New Orleans

of 1967 with the inauguration of a parish-

by-parish mass measles immunization pro-

gram. The first campaign was organized

in Rapides Parish as an epidemic control

program when it was noted that measles

cases were occurring in the schools of the

parish. In 3 days 9,786 children were vac-

cinated. The following week a similar pro-

gram was conducted in Avoyelles Parish

where 4,600 children were vaccinated.

One of the most successful programs in

the entire nation was conducted in Orleans

and St. Bernard Parishes during July, a

time which was thought to be unwise by
some officials because of hot weather and

because schools were closed. Over 100,000

children ages 1 through 12 were immu-
nized. Ninety thousand were immunized
on one day and another 10,000 in cleanup

clinics the following week. The number of

susceptible children had been estimated at

between 30 and 40 thousand. Here, as well

as in almost all other areas where pro-

grams have been conducted, the number of

susceptibles was grossly underestimated.

Mass measles immunization programs
have now been conducted in all parishes

throughout the state with the exception

of Caddo, Plaquemines, West Baton Rouge
and Pointe Coupee parishes. Over 300,000

doses of vaccine have been administered,

which equals to 30 percent of the 1,000,-

000 children ages 1-12 in Louisiana. As a

result of the publicity associated with the

mass campaigns, measles vaccine is now
well accepted and health units are giving

immunizations routinely at a rate equal

to that for DPT and poliomyelitis. It is

probable that practicing physicians, also,

are giving more measles immunizations.

Although measles is a reportable disease

in Louisiana, it has been so poorly report-
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ed by physicians over the years that in-

cidence data are of questionable value. It

should be noted, however, that while the

mean number of measles cases that were
reported in Louisiana from January
through March, for the past five years,

was 81, with a range of 42 to 158, only

1 case was reported during the same pe-

riod in 1968. (This case was reported in

early January, but had its onset in De-

cember of 1967.)

As a supplement to official reporting by

physicians, in January of 1967, schools

were asked to start reporting weekly the

number of children who were absent from
school due to measles. From January

through March of 1967, 5,029 children

were reported absent with measles, while

during the same period in 1968, 774 were

reported. (Many of these cases were ac-

tually rubella.) Although not conclusive

these data are, nevertheless, very en-

couraging.

The same reporting program is now
being expanded to include other diseases

such as mumps, rubella, and influenza.

Acceptance of this program by the schools

throughout the state has been very good.

The accumulated information obtained in

this program will be of value in evaluat-

ing other new vaccines such as rubella and

mumps vaccine. The information is being

used to evaluate our measles eradication

program and for early detection of mea-
sles cases so that a control immunization

program can be immediately initiated.

While a high level of immunity against

the various diseases is being obtained with

mass immunization programs throughout

the state, the next problem is to maintain

this level without periodically having to

repeat these campaigns. In an effort to

promote early immunization of all chil-

dren born in Louisiana, the State Health

Department started, in 1964, what is

known as the “Birth Certificate Follow-up

Program.” This program, which has been

accepted by every parish except Caddo
and Plaquemines, consists of mailing a

card to the parents of every newborn when
the child is approximately 3 months of

age. The parents are asked to return this

card if immunizations have been started

on the baby. If the card is not returned,

another card is mailed one month later,

and if no response is obtained the health

unit clerk attempts to locate the parents

by telephone. If the clerk is unsuccessful,

a public health nurse is then asked to lo-

cate the family.

To further promote the immunization

program, school boards throughout the

state have been asked to pass a resolution

requiring all basic immunizations on chil-

dren before entrance into the first grade

of school. According to information com-

piled, the school boards of 30 parishes

have either passed such resolutions or

have them under consideration.

One other aspect of our maintenance

program is the placement in charity hos-

pitals of public health nurses whose duties

include the counselling of mothers, in ma-
ternity and pediatric wards, on immuniza-
tions for their babies. Nurses have been

placed in all larger charity hospitals, with

the exception of CMMC in Shreveport,

and have been well accepted by the hospi-

tal staff.

Although the immunization survey in

1963 showed that a high percentage of the

population was immunized against polio-

myelitis, one case of paralytic poliomyeli-

tis has been reported each year for the

last four years which serves as a reminder

not to become complacent. Health unit

personnel have been instructed to continue

emphasizing the necessity of poliomyelitis

immunizations. It is hoped that practic-

ing physicians will likewise emphasize this

to their clients.
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Pelvic Pneumography Identifying an

Ovarian Corpus Luteum Cyst

ERICH K. LANG, MD
Shreveport

HPHIS 19-year-old colored female pre-

sented with complaints of menorrhagia

and left lower abdominal quadrant pain.

Pertinent past history revealed several

episodes of pelvic inflammatory disease

and one proved gonorrheal infection. The
patient had given birth to three normal

children and reportedly had six or seven

miscarriages.

Physical examination revealed a well

nourished colored female with normal vi-

tal signs. Pelvic examination revealed

purulent discharge from the cervix. The

paracervical areas showed evidence of lac-

erations. Rectal examination raised the

question of an ill-defined mass along the

left lateral pelvic wall. The area appeared

to be exquisitely tender to palpation.

Laboratory examinations were unre-

markable with the exception of slight

elevation of the white count. A barium

enema showed some spasm of the sigmoid

colon but was otherwise within normal

limits.

A pelvic pneumogram was performed

and demonstrated an oval-shaped mass

hugging the left lateral pelvic wall. The

uterine shadow and the parametria were

clearly identifiable and appeared to be un-

remarkable. The smooth contoured mass

of approximately 8x5 cm cross diameter

appeared to be continuous with the ovary,

and it was concluded that it represented a

primary ovarian mass.

Exploration demonstrated a large cor-

pus luteum cyst of the left ovary which

was successfully resected. The patient had

an uneventful recovery.

Doctor Lang is professor and chairman, De-

partment of Radiology, Louisiana State Univer-

sity School of Medicine in Shreveport, Shreve-

port, Louisiana.

Comments
Pelvic pneumography is a useful roent-

genographic modality for asssessment of

structures of the true pelvis.

The procedure is usually easiest per-

formed by puncturing the posterior va-

ginal fornix with an 18-gauge needle and

advancing it into the cul-de-sac. Eighteen

hundred to 4,000 cc of nitrous oxide are

insufflated into the peritoneal cavity via

this route. The patient is then placed in

a Trendelenburg position to gravitate the

gas into the true pelvis and allow small

bowel loops to ascend to the upper abdom-
inal compartments. Appropriate roentgen-

ograms will depict all intrapelvic struc-

tures with great clarity and, by establish-

A pelvic pneumogram demonstrates the uterus

and parametrium and an oval shaped mass hug-

ging the left lateral pelvic wall (arrows). Ex-
ploration confirmed the diagnosis of corpus lu-

teum cyst of the left ovary.
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ing the anatomical relationship of the vari-

ous structures to each other, allow ready

identification of abnormal mass lesions.

The procedure is simple and innocuous

and can be performed on an outpatient

basis.

Laminography may further facilitate

identification of mass lesions.
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Advertising in Medical Journals

“The way of the transgressor is hard,”

saith the scripture. As judged by appear-

ances, the trend in the changes in social

structure which are promoted by social-

istic forces are to include the physician

with the transgressor.

The position of organized medicine and

of the physician was recently stated suc-

cinctly by an AMA trustee, L. 0. Simen-

stad, MD, before a Senate Subcommittee.

His statement follows:

Throughout the years, and today, the physi-

cians of this country and their professional asso-

ciation have had a single purpose: ‘To promote
the science and art of medicine and the better-

ment of public health’ ... We have no compacts

with industry, with any vested interests, or even

with government which can thwart this objective.

Our agreement is with our oath, our consciences,

and with the patients we serve .
1

In spite of this, the physician or his or-

ganizations of various medical societies

are beset by aggressive lawsuits, nuisance

malpractice actions, partial enactment of

state medicine, and continual pressure for

universal state medicine, Internal Revenue
advertising directions in regard to medical

journals, and more recently restrictive ju-

dicial action directing the conduct of the

College of American Pathologists. These

are some of the more important trends not

under the control of organized medicine

which, if allowed to continue their full ex-

pression over a period of years, will pro-

foundly affect the standards of medical

practice.

Those who promote and effect actions in

these fields appear not to realize that

medicine is a delicate flower and can be ex-

pected to flourish only under the most fa-

vorable circumstances. Failure to provide

the proper environment would relegate

medicine and its affairs to the long and

difficult struggle they have had through

the ages.

Of particular importance in the imme-
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diate future is the effort of the Internal

Revenue Service to tax what is spoken of

as unrelated income. This is money that

comes into the hands of medical societies

through advertising in their journals and
through the rental of space to commercial

exhibitors in conventions. Presumably, the

same will apply to a small proportion of

new money that comes into the possession

of the societies as a result of prudent han-

dling of its funds and the obtaining of in-

terest or dividends from those funds.

Various units in organized medicine

have resisted this Internal Revenue Ser-

vice regulation and sometimes successful-

ly. In spite of this, a sort of hurry up,

vast, tax-revision bill was passed by the

House of Representatives on August 7. We
learned from our sources of information

that much of the bill was actually written

by the IRS and primarily by IRS people

who were held over from the Johnson ad-

ministration. It doesn’t look like we’ll

ever get rid of that man.
The bill, as passed by the House, in-

cludes a provision to incorporate into the

tax law the regulations which were adopt-

ed in 1967 by the IRS to tax advertising

in medical journals as an unrelated busi-

ness activity. In other words, the IRS
would cure a questionable regulation by
amending the tax code to include the regu-

lation. There is a chance that these provi-

sions may be changed in the Senate.

The amount of revenue which is ob-

tained by these restrictive regulations is

trivial when compared to the vast billions

which are squandered by a prodigal gov-

ernment. It is, however, in the interests

of those who work for socialism to weaken
the communications’ media of the profes-

sion, make their journals less than self-

supportive, and increase the financial bur-

dens on the membership. By such means,

state medicine could become nearer to be-

ing made all inclusive and would then be-

come the first milepost on the march to

socialism which it is presumed will be de-

signed to include utilities, banks, rail-

roads, etc.

Organized medicine has put up already

September, 1969—Vol. 121, No. 9

a substantial opposition to this “taxing

unrelated revenue.” It behooves us to try

to make our efforts even more effective in

the future.

This enactment of an administrative

regulation into law and the removal of tax

exemption from “unrelated income” from
medical societies should be considered in

the light of the battle now pending in the

US Senate in regard to tax exempt status

of labor unions. This is reported in the

daily press. The bill as written makes no

change in their present tax exempt status.

It is further reported that the unions ob-

tain “Half their $3 billion annual income— from unrelated business and untaxed

investment income.”3

Another field in which legally restrictive

processes are in operation in regard to

medicine is the acceptance of certain kinds

of advertising in medical journals. On
June 14, 1969, the College of American
Pathologists and the US Justice Depart-

ment agreed to a settlement of a three-

year-old antitrust action. This was a con-

sent decree which was approved by the

College of American Pathologists Assem-
bly in a special session on that date. This

was a far-reaching decision and decree and

potentially can affect profoundly the prac-

tice of pathology and the practice of medi-

cine.

Of specific interest, the decree prohib-

ited the college from impeding anyone

from accepting advertising. In the suit

that was settled by the decree, the govern-

ment had charged conspiracy to monopo-
lize operation of clinical laboratories. The
decree applies not only to the college but

to others dealing with the College of

American Pathologists on matters re-

strained by the decree.

Previous to the time at which the decree

became general knowledge, 13 resolutions

were sent to the House of Delegates of the

American Medical Association on the topic

of solicitation and commercial advertising

of a medical specialty by lay corporations

in the AMA publications. The substance of

these resolutions was that there should not

be commercial advertising of a medical
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specialty (pathology) by the corporations

in onr journals.

At the same time, there was an exten-

sive report by the Judicial Council (Re-

port A, Report of Judicial Council (A-

69). This is a comprehensive report cov-

ering the many aspects that this subject

has in the practice of medicine. The Judi-

cial Council pointed out that one of the

charges which was alleged in the antitrust

action which was brought by the US De-

partment of Justice against the College of

American Pathologists is that the college

has unlawfully attempted to prevent com-

mercial laboratories from advertising in

medical journals.

The council pointed out, among many
other aspects of the problem, the follow-

ing:

No distinction is made between commercial lab-

oratories and professional laboratories operated

hv pathologists in the regulatory provision of the

clinical licensing laws that have been enacted or

in the applicable federal laws and regulations.

Commercial laboratories may offer their ser-

vices to physicians through medical iournal or

direct mail advertising. There is need for clarifi-

cation as to the means which professional lab-

oratories mav use. and the anplicable limitations,

to inform nhvsicians regarding the clinical lab-

oratorv services which thev offer and to invite

inquiries regarding such services.

2

^15 )

The report further stated:

To some extent at least, a number of highly re-

spectable medical journals already sell space to

medically-supervised commercial laboratories in

which they also invite inquiries concerning the

laboratory services offered.

The propriety of the advertising of clinical lab-

oratories operated by physicians should be deter-

mined at the local level in compliance with ap-

plicable laws and acceptable local practices. 2 (p16 >

The report of the council was adopted

by the House. The same Reference Com-
mittee then considered 12 of the 13 resolu-

tions on the same topic and recommended
to the House a substitute resolution as fol-

lows:

Resolved, That the following principles be

adopted as the policy of the American Medical

Association relating to clinical laboratory ser-

vices :

1.

The American Medical Association reaf-

firms its recognition of pathology as an impor-

tant specialty in the practice of medicine.

2. The American Medical Association recog-

nizes its responsibility to maintain ethical adver-

tising standards which serve the public interest

in the acceptance of advertising offering clinical

laboratory services in its publications. These
ethical standards should be applied without dis-

tinction irrespective of the ownership of a clinical

laboratory offering such services.

3. The foregoing principles are not intended

to preclude the adoption or application of locally

determined criteria which are based upon local

conditions. They should be interpreted and ap-

plied in conformity with applicable laws. 4

In discussing the 12 resolutions and the

substitute, the House was advised of the

final judgment by consent of the parties

in the antitrust suit which was brought by
the US Department of Justice against the

College of American Pathologists.

The 12 resolutions and the substitute

were referred by the House to the Judicial

Council. Thus the matter in regard to ac-

ceptance of lay advertising from commer-
cial laboratories by medical journals is one

in which the law, as established by the

consent decree, is in opposition to the

usual interpretation of medical ethics and
the preferences of physicians.

The “consent decree” doesn’t even use

the word suitable or appropriate advertis-

ing which will have to be accepted by our

journals. The answer to this impasse is

not within close reach. It will come only

when the medical societies have what is

currently spoken of as political muscle;

and that will come only when we have the

same sort of influence in the precincts that

the various manifestations of labor have
now.

We have a few political agents. We need

a quarter of a million, that is, the physi-

cians of America who are practicing medi-

cine.

1. Simenstad, L. 0.: AMA Newsletter, vol 13

(Aug 11) 1969.

2. Review of Ethical Considerations Relating

to Clinical Laboratories, Report of the Judicial

Council, Report: A; (A-69).

3. Sharkey, S. Jr.: Senate Battle Shaping up
over Union Tax Loopholes, States-Item (Aug 26)

1969.

4. Actions Taken by the AMA House of Dele-

gates, NY City (July 13-17) 1969.
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ORGANIZATION SECTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

LOUISIANA STATE MEDICAL SOCIETY
COMMITTEE CHAIRMEN

1969 - 1970

Council on Education

Advisory Committee to Chairman of Board of

State Department of Hospitals

:

F. P. Bordelon,

Jr., MD, Marksville 71351.

AMA-ERF

:

Ben Goldsmith, MD, 415 Pujo St.,

Lake Charles 70601.

Liaison with Louisiana Hospital Association:

Frank J. Jones, MD, 3888 Government St., Baton

Rouge 70806.

Liaison with Louisiana State Bar Association:

James M. Swain, MD, 401 S. Ryan St., Lake
Charles 70601.

Liaison with Medical Schools and SAMA

:

John

Adriani, MD, Charity Hospital, New Orleans

70140.

Liaison with Nurses and Paramedical Person-

nel: Robert J. Meade, MD, 3330 Canal St., New
Orleans 70119.

Medical Aspects of Automotive Safety: Ran-

dolph Page, MD, 4900 St. Charles Ave., New Or-

leans 70115.

Medical Education: Raphael C. Sanchez, MD,
3224 Taft Park, Metairie 70002.

Public Relations: W. Robyn Hardy, MD, 4440

Magnolia St., New Orleans 70115.

Council on Health

Aging: Benjamin O. Morrison, MD, 1636 Tole-

dano St., New Orleans 70115.

Alcoholism: Moss Bannerman, MD, 1410 Con-

vention St., Baton Rouge 70802.

Athletic Programs: Alvin Stander, MD, 1410

Convention St., Baton Rouge 70802.

Cancer: Ambrose H. Storck, MD, 1430 Tulane

Ave., New Orleans 70112.

Chronic Diseases: Joseph D. Martin, Jr., MD,
1401 N. Foster Dr., Baton Rouge 70806.

Diabetes: Arthur A. Herald, Jr., MD, 1130 La.

Ave., Shreveport 71101.

Disaster Medical Care: Jack K. Wickstrom,
MD, 1430 Tulane Ave., New Orleans 70112.

Immunization: Richard A. Faust, MD, 914

Union St., New Orleans 70112.

Industrial Health: Harold Bill Lovejoy, MD,
523 Cypress St., Sulphur 70663.

Maternal Welfare: Isadore Dyer, MD, 3634

Coliseum St., New Orleans 70115.

Mental Health: Kenneth A. Ritter, MD, 8211

Apricot St., New Orleans 70118.

Pediatric and Adolescent Health: David W.
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Van Gelder, MD, 3347 Government St., Baton

Rouge 70806.

Rural and Urban Health: Guy R. Jones, MD,
Lockport 70373.

Tetanus Protection: Alton Ochsner, Jr., MD,
1514 Jefferson Hwy., New Orleans 70123.

^ ^ ^

Sub-Committee on Public Health Immuniza-
tion: Rodney C. Jung, MD, 1300 Perdido St., New
Orleans 70112.

5*C jfc 5{C

Council on Legislation

Chester A. Williams, MD, Courthouse, Baton
Rouge 70801.

Committee on Louisiana Organizations for

State Legislature

:

Thomas Y. Gladney, MD, 3923

Convention St., Baton Rouge 70806.

Council on Miscellaneous Business

Accreditation of Hospitals

:

James H. Stewart,

MD, 1441 Delachaise St., New Orleans 70115.

Aid to Indigent Members: Rhodes J. Spedale,

MD, 701 Eden St., Plaquemine 70764.

Charter, Constitution, and By-Laws: C. Grenes

Cole, MD, P. O. Box 745, Houma 70360.

Hall of Fame: H. Ashton Thomas, MD, 1430

Tulane Ave., New Orleans 70112.

Medical Testimony: Norman P. Morin, MD,
651 S. Ryan St., Lake Charles 70601.

Medicine and Religion: Joe E. Holoubek, MD,
207 Physicians & Surgeons Bldg., Shreveport.

Technical Services: George H. Hauser, MD,
730 Audubon Bldg., New Orleans 70112.

Woman’s Auxiliary: C. Grenes Cole, MD, P. O.

Box 745, Houma 70360.

Council on Socio-Economics

Areawide Planning: Page W. Acree, MD, 4550

North Blvd., Baton Rouge 70806.

Domicile: H. H. Hardy, Jr., MD, 328 Third

St., Alexandria 71301.

Federal Medical Services: F. M. Smith, MD,
Thibodaux 70301.

Fragmentation of State Government Health
Services: Walter Moss, MD, 1801 Oak Park
Blvd., Lake Charles 70601.

Health Care Costs: James W. Vildibill, MD,
604 St. Landry St., Lafayette 70501.

Hospitals: C. Elmo Boyd, MD, 6815 Southern

Ave., Shreveport, 71106.

Insurance: Norman S. Hunt, MD, 3322 Canal
St., New Orleans 70119.

LSMFP

:

P. H. Jones, MD, 4500 Magnolia St.,

New Orleans 70115.
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Liaison with Organized Specialties: Avery
Cook, MD, 1701 Oak Park Blvd., Lake Charles

70601; Stanley Mintz, MD, P. O. Box 2791, Mon-
roe 71201.

Medical Manpower: Joseph A. Sabatier, Jr.,

MD, 119 S. Claiborne, New Orleans.

Regional Medical Programs

:

Frank A. Riddick,

MD, 1514 Jefferson Highway, New Orleans

70121.
* * *

Committees Not Included in Councils

Budget & Finance: C. J. Brown, MD, 1110

Maison Blanche Bldg., New Orleans 70112.

Journal: A. V. Friedrichs, MD, P. O. Box 25,

Slidell 70458.

Medical Defense: C. B. Erickson, MD, Medi-

cal Arts Bldg., Shreveport.

Nominating

:

Scientific Programs

:

H. Ashton Thomas, MD,
1430 Tulane Ave., New Orleans 70112.

FEDERAL BUREAU OF NARCOTICS LISTS
15 DON’TS TO GUARD AGAINST
TRICKY WILES OF ADDICTS

The Federal Bureau of Narcotics has written

some Don’ts for the Practitioner which may pro-

tect him from narcotic addicts and other drug

addicts. The Don’ts are as follows:

Don’t leave prescription pads around— Addicts

want them for effecting narcotic forgeries.

Don’t write a narcotic prescription in lead pencil

— Avoid writing any Rx in pencil, many are

changed to call for morphine.

Don’t write narcotics this way:
Morphine HT % # X or

Morphine HT % #10
Several X’s or zeroes can be added to raise the

amount. Use brackets or spelling.

Don’t carry a large stock of narcotics in your

bag— Addicts are on the lookout for these in

doctors’ offices and cars.

Don’t store your office supply where patients can

get at it— Avoid storage near sink or urinal.

The patients may ask to use these.

Don’t fall for a good story from a stranger claim-

ing ailment that usually requires morphine—
The addict can produce bloody sputum, simu-

late bad coughs or other symptoms. Make your

own diagnosis.

Don’t give a narcotic Rx to another without see-

ing the patient— Addicts have posed as nurses

to get doctors to prescribe narcotics.

Don’t write for large quantities of narcotics un-

less unavoidable— Diversion to addicts is a

profitable business, as much as $1 for *4 grain

M.S.

Don’t prescribe narcotics on the story that an-

other MD has been doing it— consult that

physician or the hospital records whenever pos-

sible.

Don’t leave Rx’s signed in blank at the office for

nurses to fill in— Signed blanks are bad prac-

tice and many have been stolen by addicts.

Don’t treat an ambulatory case of addiction. Ad-
dicts must be under proper control— Addicts

go to several MDs at a time.

Don’t dispense any narcotics without keeping a

record of them— Bedside and office adminis-

tration are permitted without record.

Don’t buy your office narcotic needs on Rx blank

— The law requires you to use an official order

form.

Don’t resent a pharmacists’s call for information

about an Rx you may have written— The
pharmacist is held responsible for filling for-

ADVERTISEMENT



ORGANIZATION SECTION

geries. Please cooperate.

Don’t hesitate to call an agent of the Federal
Bureau of Narcotics (at your nearest Federal
Building) or the Narcotics Division of the

State Department of Health if you encounter a
suspicious situation. Your information will be
held in strictest confidence.

Do not phone in a Class A Narcotic prescrip-

tion except in real emergencies and even in these

real emergencies the pharmacist must have a
written prescription in his or his agent’s hands
before he can deliver the narcotics to your pa-
tient. The pharmacist or his agent can pick this

written prescription up at your office or at the

patient’s home before he delivers the medicine.

A violation of this part of the narcotic law can
lead to a penitentiary sentence for you and the

pharmacist. The penalty for a violation of this

type is as follows: “Whoever commits an offense,

or conspires to commit an offense shall be im-

prisoned not less than 2 or more than 10 years
and, in addition, may be fined not more than
$20,000. For a second offense, the offender shall

be imprisoned not less than 5 nor more than 20

years and, in addition, may be fined not more
than $20,000. For a third or subsequent offense,

the offender shall be imprisoned not less than 10

or more than 40 years and, in addition, may be

fined not more than $20,000.”

AMAs POSITION REGARDING
APPOINTMENT OF JOHN KNOWLES, MD
The immediate past president of the American

Medical Association said HEW Secretary Robert
Finch had never told him that John Knowles,
MD, was Finch’s choice to be assistant HEW
secretary for health and scientific affairs.

Dwight L. Wilbur, MD, in a statement re-

leased through AMA headquarters here, said that

during the period January 1-June 27, he and
Finch discussed the appointment “a number of

times,” but “there was never any indication to

me that Dr. Knowles was ‘his man.’ In fact he
recognized significant problems in such a poten-

tial appointment.”

Dr. Wilbur also said that Finch felt the AMA
nominees—MDs W. Clarke Wescoe, Richard S.

Wilbur, and John R. Hogness— were “excellent

candidates.”

“It was not until a few days before Dr. (Rog-
er) Egeberg’s appointment that for the first time

Mr. Finch indicated that the AMA candidates

were not acceptable,” Dr. Wilbur said.

Dr. Wilbur made the statement in answer to

charges that the AMA had blocked Dr. Knowles’
appointment to the government’s highest medical

post.

The text of Dr. Wilbur’s statement:

“The following facts concerning the appoint-

ment of an assistant secretary for health and
scientific affairs should be kept in mind in the

whole matter of the appointment. . . .

“1. At the request of Mr. Finch, the AMA
submitted a list of candidates for all top ap-

pointive officers in HEW including that of as-

sistant secretary for health and scientific affairs.

The three AMA candidates for this latter post

were Drs. W. Clarke Wescoe, Richard S. Wilbur
and John R. Hogness.

“2. Although I was in contact with Mr. Finch
a number of times in person and by telephone, at

no time from the first of January until June 27

did he indicate to me that Dr. John Knowles was
his candidate for this position. He discussed the

possibility of Dr. Knowles’ appointment on a

number of occasions, but there was never any in-

dication to me that Doctor Knowles was his man.
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In fact, he recognized and expressed significant

problems in such a potential appointment. . . .

“3. I made an agreement with Mr. Finch that

we would not conduct a campaign in behalf of

three AMA candidates. This was done at Mr.

Finch’s request and explains why the AMA re-

mained essentially silent during this long period.

“4. Mr. Finch indicated to me and others that

he felt the AMA nominees were excellent candi-

dates. After Dr. Wescoe withdrew, Mr. Finch in-

dicated to me and others on many occasions that

the appointment of one or the other of the AMA
candidates might well be just a matter of ‘a few
days.’ Each of them was thoroughly investigated

by the FBI. It was not until a few days before

Dr. Egeberg’s appointment that for the first

time Mr. Finch indicated that the AMA candi-

dates were not acceptable. This was at a time

that the nomination of Dr. Knowles was with-

drawn or not made.

“5. I found it exceedingly difficult to com-
municate with Mr. Finch and at one time was
unable to contact him for a period of six weeks,

although I was in touch with his office by tele-

phone at least two or three times each week dur-

ing this period.

“I have stated publicly that I think everyone

lost in the Knowles affair. Certainly the Dept,

of Health, Education, and Welfare, the AMA
and Doctor Knowles and particularly Mr. Finch

did. The whole situation was most regrettable,

but under the circumstances as the situation de-

veloped and as a vigorous campaign was mounted
in behalf of Dr. Knowles, and not for the excel-

lent candidates of the AMA, I believe the public,

press, and the profession did not have the facts

on which to make a fair and reasonable judg-

ment concerning this situation.”
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MEDICARE-MEDICAID
The following article was written by Dr. Broox

C. Garrett of Shreveport and appeared as the

“President’s Page” in the July, 1969 Bulletin of

the Shreveport Medical Society:

“In the past two or three months, the news
media has contained numerous articles concern-

ing the high cost of Medicare-Medicaid. All of

these articles cite various cases where excep-

tional high charges have been rendered and paid

or have been rendered and payment refused. As
one reads this type of material, he realizes that

everyone is pointing his finger at the doctor as

the one causing or being responsible for this.

Nothing could be farther from the truth. It is

nearly like reading the fine print, but in most of

these articles the high costs cited are not from
the doctors themselves but from such people as

chiropractors, suppliers of special devices, such

as hearing aids, wheel chairs, etc, etc. ... I cer-

tainly do not mean to imply that everyone in this

profession is simon-pure, but certainly think we
are being abused by these articles and have no
real way to strike back and clarify the issue.

What has been forgotten is that the profession

was against this Medicare program, and I dare

say that if the entire profession had a chance to

vote at the present time, we would still be against

it. Our political leaders that put this program in-

to effect were also told by the leaders of the

medical profession that exactly what is happen-

ing would happen. This took no great thinking

as all one had to do was to look at England and
their National Health Act to see what would hap-

pen. The Socialistic leaders were also told that

the profession as a whole had been supplying

from one-fourth to one-third of their services

free throughout the years, but they paid no at-
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tention to this. Now when the bill for these

services is rendered, the Socialists scream that

the doctor is getting rich. It is a known fact

that some of the parishes in this State have over

75% of their residents on Welfare and/or Medi-

care. It does not take much thinking to realize

why the doctors in these parishes are collecting

more at the present time than they were before

Medicare went into effect. Probably much of

the cause of this smoke screen being thrown
up by the advocates of Medicare is because the

people in general are disenchanted with the pro-

gram.

“The medical society office is constantly

plagued with telephone calls and letters from
members of the public who feel that they have
not been treated right under the Medicare Law.
Most of these complaints are not about the doctor

or the treatment they received but about the fact

that they cannot receive payment for the ser-

vices that were rendered them. Notifications that

these people receive have also been worded in

such a way to make it appear that the medical

profession is to blame for the fact that they are

not paid in full for services rendered. State-

ments such as “more than allowable charge” are

designed to make it seem that the doctors over-

charge them. This is more bureaucratic double-

talk to place the blame anywhere except on them-

selves. Who knows what an “allowable charge”

is? Most of these charges that are cut down or

refused, with the above statement sent to the

patient, are normal charges which have been
made for years by doctors, but this is not what
the patient is lead to believe when he reads such

statement on his shrunken payment.

“Although the majority of the doctors were
against this law, I believe that the large majority

have done their best to try to make it work and
to give the public the best service that they

know how. Most of us have hired extra secre-

taries and bought extra equipment and do our

best to process claims for our patients as quickly

as possible. Under the law, we do not have to

do this. The patient is responsible for collecting

his own claim from Medicare, and all we have

to do is to give him a bill for it. We all spend

about a third of our time on paper work now;
so this is just another thing to take more time

away from the practice of medicine.

“I certainly do not know the answer, but I do

think that several things become obvious: First,

do not accept assignments. This categorizes us

and puts us right where the bureaucrats want
us. Second, when you render a just bill and it is

cut down, write to Pan American and send copies

to the patient explaining your standpoint. I be-

lieve this is real important, but certainly not the

easiest thing to do. The easiest thing to do is to

take the adjustment that Pan American sends

and forget about it. However, again, this is

playing right into the bureaucrats’ hands. Each
time a doctor accepts an adjustment lower than

his normal charge, he gives them more ammuni-
tion to throw back into his face, saying, “See?
They have been charging too much all the time.”

Third, and this may be one of the most difficult,

because it takes time, I think some understand-

ing with the patient before treatment, whether it

be office treatment, hospitalization or nursing

home care, should be had. Most people know that

Medicare does not pay for everything, but it cer-

tainly doesn’t hurt to remind them again. As we
all know, nobody fights our battles for us and,

at this time, it is most important that the entire

profession stick together and stand up for our

rights !”
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CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles
East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

ANNUAL SCIENTIFIC ASSEMBLY
LOUISIANA ACADEMY OF
GENERAL PRACTICE

The Louisiana Academy of General Practice

will hold its Twenty-Third Annual Scientific

Assembly at The Royal Sonesta Hotel in New
Orleans on October 23-25, 1969, it was an-

nounced by Dr. Gerald Gehringer of Kentwood,

LAGP secretary.

On the evening of October 22, preceding the

opening of the Assembly, Academy members and

guests will be entertained by Dr. and Mrs. Eli

Sorkow of Lake Charles and Dr. and Mrs. Durell

Hiller of Shreveport. Dr. Sorkow is the president

of the Academy and Dr. Hiller is the president-

elect. The Academy’s Congress of Delegates will

be in session on the morning of October 23

with Dr. Rafael Sanchez of New Orleans, Speaker

of the Congress, as the presiding officer. Dr.

James E. Williams of Baton Rouge is vice-

speaker. Delegates from the eight district chap-

ters in the state will take part in the discussions.

Formal opening exercises will be held on the

afternoon of Thursday, October 23 with Dr.

Eli Sorkow presiding. The invocation will be

given by the Reverend Alfred Bennett, Pastor

of Faith Cumberland Presbyterian Church,

Metairie. Welcoming addresses will be made by
Councilman James A. Moreau of New Orleans,

Dr. L. Sidney Charbonnet, president of the

Orleans Parish Medical Society and Dr. Morris

Shushan, president of the Jefferson Parish Med-
ical Society. Dr. Durell Hiller will preside at

the scientific sessions on the morning of Friday,

October 24. Dr. Santo Taormina will preside

at the scientific sessions on the morning of

for syhptoms of ^wlmiTApA
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Saturday, October 25.

The scientific portion of the program has been
accepted for twelve prescribed hours of credit

by the American Academy of General Practice.

These hours can be applied to the total of 150
hours of postgraduate study needed every three

years for continued membership in the Academy.
The following guest speakers will appear on

the scientific program: Drs. Fred Allison, Theo-

dore Drapanas, J. Martinez-Lopez, Jack Wick-
strom, William G. Blackard, William Pollock,

Martin Litwin, John Salvaggio, Harry E. Das-

comb, Ray J. Haddad, Jr., and George Byram,
Jr., all of New Orleans.

On Friday, October 24, the Academy will hold

its annual installation ceremonies. Officers will

be installed by the president-elect of the Amer-
ican Academy of General Practice. Over thirty

pharmaceutical and allied companies will present

technical exhibits during the meeting.

POSTGRADUATE PROGRAMS
The Division of Maternal and Child Health of

the University of California School of Public

Health at Berkeley announces the following post-

graduate programs for pediatricians, obstetri-

cians, and other physicians interested in receiv-

ing training in the field of Maternal and Child

Health. These programs all lead to the degree of

Master of Public Health. Tax-exempt fellowship

support is available.

Maternal and Child Health. A 9-month pro-

gram in planning, organizing and operating com-
prehensive health services for mothers and chil-

dren.

Family Planning. A 9-month academic pro-

gram proriding intensive work in family planning

as part of the general graduate preparation of

maternal and child health specialists.

School Health. A 9-month academic program
providing intensive work in school health as part

of the general graduate preparation of maternal

and child health specialists.

The Multiple Handicapped and Mentally Re-

tarded Child. A 21-month academic and clinical

program in planning, organizing, and operating

community services for children with multiple

handicaps, including mental retardation.

Career Development Programs. Three-year

academic and residency programs consisting of

one year of academic training leading to the

degree of Master of Public Health combined with

residency training in Pediatrics or Obstetrics-

Gynecology.

Applications are now being accepted for the

group entering in July or September, 1970. For
information, write to Helen M. Wallace, MD,
School of Public Health, University of California,

Berkeley, California 94720.

NUTRITION LECTURES
The Louisiana State Medical Society, in co-

operation with the AMA is cosponsoring a pro-

gram of seminars and a lecture in nutrition in

seven universities in Louisiana during the 1969-

70 academic year. The AMA Council on Foods
and Nutrition initiated this program in the fall

of 1964. It is being carried out on a regional

basis with several distinguished lecturers partici-

pating.

The lectures are designed to stimulate under-

graduate students to consider careers in the

health sciences, as well as to inform the audience

of recent developments in the field of nutrition.

A total of 55 lectures are being scheduled in

an eleven-state area which includes Alabama, Ar-

kansas, Florida, Georgia Louisiana, Mississippi,
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North Carolina, South Carolina, Tennessee, Vir-

ginia and West Virginia.

Dr. George Graham, Professor of Nutrition,

Department of International Health at the Johns

Hopkins University School of Hygiene and Pub-

lic Health, will speak on “Infantile Malnutrition,

Here, There, and Everywhere” at the following

schools:

Grambling College in Grambling, Monday,
October 20.

Louisiana Polytechnic Institute in Ruston,

Tuesday, October 21.

Dr. John A. Owen, Associate Professor, De-

partment of Internal Medicine at the University

of Virginia, School of Medicine at Charlottesville,

will speak on “Obesity: The Nutritional Paradox
of America” at the following school:

Southeastern Louisiana College in Ham-
mond, Thursday, October 30.

Dr. Walter G. Unglaub, Professor of Nutrition

at Tulane University School of Public Health and
Tropical Medicine School of Medicine in New Or-

leans, will speak on “Studies of Human Nutri-

tional Status” at the following schools:

Northeast Louisiana State College in Mon-
roe, Thursday, November 6.

Louisiana College in Pineville, Thursday,

November 13.

Southern University in Baton Rouge (A
definite date has not yet been established).

McNeese State College in Lake Charles,

Wednesday, May 13, 1970.

PLANNED PARENTHOOD AND
WYETH LABS OFFER NEW FILM

ON FAMILY PLANNING
Contraceptive methods are reviewed for hos-

pitalized postpartum women in a film now avail-

able through the Planned Parenthood Federa-

tion, Inc. The film, titled “Happy Family Plan-

ning,” was produced under a financial grant

from Wyeth Laboratories.

“Happy Family Planning” is an entertaining

8-minute animated color film with music, avail-

able in either 16-mm. or 8-mm. The film, which

presents its story in graphic devices and re-

quires no dialogue, features various contracep-

tive devices which are identified in five lan-

guages: English, French, Spanish, Arabic and
Chinese.

The film is designed for showing to lay groups,

especially hospitalized women in the immediate
postpartum period. It also can serve as a valu-

able educational aid to clinics, physicians’ of-

fices and at health meetings. The film is very

useful where there is a language barrier, at all

educational levels.

Prints of “Happy Family Planning” can be

purchased at cost through Planned Parenthood
Federation, 515 Madison Avenue, New York, New
York 10022.

LOUISIANA THERAPISTS TO MEET
The Annual Meeting and Lecture series of the

Louisiana Chapter of the American Association

for Inhalation Therapy will be held at the Foun-
tainbleau Hotel in New Orleans on Friday, Sep-

tember 26, 1969, according to Ron Blevins, AAIT
Promotion Chairman.

Program participants will include : Robert

Weilacher; Dr. Christian C. Rattenborg, Chicago;

Larry Ellis, Houston, Texas; Dr. Rowena Spen-

cer, New Orleans; and Dr. Ronald B. George,

New Orleans. Beginning with registration at 11

a.m. on September 26, the conference will end
at 4:30 p.m. on Saturday.

Registration will be $10 per person, Blevins

stated, and includes a party to be held at the

Naval Officers’ Club at Poland and Dauphine
Friday night.

IVTH INTERNATIONAL SYMPOSIUM ON
COMPARATIVE LEUKEMIA RESEARCH
The IVth International Symposium on Com-

parative Leukemia Research will be principally

co-sponsored by the Leukemia Society of Amer-
ica, Inc. and the Special Virus Cancer Program
of the National Cancer Institute of the National

Institutes of Health, it was announced by Dr.

Ray M. Dutcher, Symposium General Chairman
and a Co-chairman of the Society’s Medical and
Scientific Advisory Committee.

The Symposium will be held in Cherry Hill,

New Jersey, September 21 through 25, 1969.

More than 80 papers will be presented by scien-

tists and physicians from throughout the world

to more than 500 attendees.

Subjects include: comparative aspects of the

leukemias; avian leukosis, murine leukosis, bo-

vine leukosis, leukemia and associated disease in

other species, feline, canine and porcine leukosis,

and leukemia in man. These papers will be pub-

lished in book form by S. Karger Publishers,

Basle, Switzerland.

The Symposium is under the auspices of the

World Committee for Comparative Leukemia Re-

search which is sponsored by the World Health

Organization. This will be the first time the In-

ternational Symposium will be held in the United

States.

302 J. Louisiana State M. Soc.



BOOK REVIEWS
Practical Automation for the Clinical Labora-

tory, by W. L. White, M. M. Erickson and
S. C. Stevens. Mosby, St. Louis, 401 p, 1968,

$14.50.

The authors are to be commended for their ef-

fort to dispel to some degree the mystique with

which automated equipment is endowed by some
laboratory personnel. The title is slightly mis-

leading as the book is confined to discussion of

the mechanical aspects of various automated sys-

tems, and does not treat with the applications of

automation in the clinical laboratory, except for

a brief discussion of mass screening programs, or

the chemistry of the tests utilized.

The first two chapters are devoted to a very

general review of basic mechanics of mainte-

nance problems and electronics. In this burgeon-

ing field, it was necessary for the authors to con-

fine their discussions to a relatively small num-
ber of the most widely used automated systems.

The text is lucid and adequate, limited in some
instances primarily to highlighting some of the

trouble-shooting problems.

The greater portion of the book is allocated to

the Basic, Multiple Sequential Auto Analyzers,

and the Technicon Flame Photometer and Fluoro-

meter (the Turner Model III Fluorometer is also

included in this section). Additional equipment
described are Perkin Elmer 4 A Automated Ab-
sorption Analyzer, Spectophor I Electrophoresis

Unit, Mecolab, and Robot Chemist. There is a

brief discussion of clinical laboratory data pro-

cessing equipment.

While a considerable portion of the text du-

plicates information furnished in either the

training classes or operations manual of the man-
ufacturer, clinical laboratories employing these

specific types of equipment would find the book
valuable as a compact and readily available

source of information for their technical person-

nel. The continued usefulness of this text, how-
ever, is limited by the rapid expansion, modifica-

tion, and influx of new equipment in the field.

Georgiana vox Langermann, MD

Cooking for Your Celiac Child-, by Charlotte

Baum Sheedy and Norman Keifetz. The Dial

Press Inc., New York, N. Y., 1969, p 26 (text)

and p 168 (recipes) $5.95.

This book, as its foreword indicates, is written

for laymen. It is intended to guide parents, espe-

cially mom slaving over a hot stove, in the prep-

aration of foods that are free of the dietary sub-

stances causing such distressing symptoms in

their children.

In a rather lengthy introduction, an attempt
is made to acquaint the reader with the defini-

tion, causes, symptoms, occurrence, and course of

September, 1969—Vol. 121, No. 9

celiac disease. It tries to reassure the parents of

the celiac child, proves to them that the child

need not go through life on a diet of banana
flakes and boiled chicken, and helps keep them
firm in the thankless task of refusing “just a lit-

tle won’t hurt” offerings of “forbidden treats” by

friends, relatives and neighbors. Moreover, it

presents many sensible sugestions and ideas for

parents on how to manage such problems as

snacks, parties, and a varied menu for the celiac

child. Emphasis is placed on recipes that can be

prepared for and enjoyed by the whole family,

yet still be safe for the patient. Much attention

is also given to making the point that the mother

must be an avid reader of canned food and pack-

aged food labels all the way to the very minutiae

to be sure that offensive substances are not con-

tained in them. She is also warned away from
convenience foods such as bologna, sausages,

wieners, and the like.

The major deficit of the book is, I think, the

fact that both the introduction and the recipes

fail to make clear how this volume can be used

for children who have steatorrhea that is not

gluten-induced.

For the harassed mother, two special advan-

tages of the book are a list of recommended
brand name products and a list of addresses of

specialty food stores throughout the country from
which mail order purchases may be made.

Finally, the recipe section is complete from
beverages through desserts, is arranged in the

usual cookbook manner to which most women are

accustomed and contains easy to follow, clear,

and concise directions; and, most important of

all, the recipes produce dishes that by taste-test-

ing I find palatable for us non-celiacs.

Judith A. Harris, MD

Intestinal Antisepsis

;

by Isidore Cohn, Jr. Charles

C Thomas, Springfield, Illinois, 1968, p 245,

$17.50.

This 245 page monograph provides a cogent

answer to a currently controversial matter. Do
antibiotics offer protection to the colon following

an anastomosis, and are the advantages of in-

testinal antisepsis greater than the disadvan-

tages ?

The text is based upon original data from lab-

oratory and clinical experiences of the author

and associates. Excellent illustrative material

and photography complement the work, and a

comprehensive list of references is appended.

Part One justifies the use of intestinal anti-

sepsis and includes data supporting the advan-

tages of mechanical cleansing, preoperative anti-

biotics and intraluminal administration of anti-

biotics in healing and maintenance of viability of
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devascularized segments of colon in experimental

models. Part Two includes a comprehensive com-

parison of available antibiotic agents used in in-

testinal antisepsis. The author’s choice of kana-

mycin as a single agent is supported by carefully

performed clinical studies.

The possible complications of intestinal anti-

sepsis are discussed in the third section. The pos-

sible development of pseudomembranous entero-

colitis, intraluminal spread of tumors and specific

disadvantages of various agents are adequately

discussed; and the conclusion is reached that a

combination of all of these possible complications

does not provide contraindication to judicious use

of intestinal antisepsis.

Part Four relates results in 967 patients pre-

pared for colon surgery between 1955 and 1964.

Administration included one or a combination of

the following: 1) preoperative intestinal anti-

biotics; 2) antibiotics placed into the lumen of

the bowel during operation; and 3) antibiotics

injected through a plastic cannula into the bowel

lumen postoperatively. Kanamycin has been the

drug of choice since 1959. Six hundred fifty-two

patients having colon surgery had a case fatality

rate of less than 10 percent. Complications of

antibiotic therapy were minimal.

The summary concludes that there is a justifi-

cation for the use of intestinal antisepsis based

on laboratory and clinical experience presented.

Preoperative intestinal antisepsis is recommend-

ed as a valuable part of preparation of any pa-

tient for large bowel surgery.

Robert L. Hewitt, MD

Appraisal of Current Concepts in Anesthesiol-

ogy, by John Adriani. Vol 14, Mosby, 1968,

464 p, $12.

As stated in the preface, Appraisal of Current

Concepts in Anesthesiology is a collection of lit-

erature reviews written by various staff members
and residents of the Anesthesia Department at

Charity Hospital in New Orleans.

As a result, many varied subjects are discussed

in the 50 unrelated chapters. Much worthwhile

reading lies between the covers, and especially

interesting are the chapters devoted to metabo-

lism and detoxification of anesthetic drugs, myo-
globinuria and potassium levels following suc-

cinylcholine, and management of patients with

myasthenia gravis. Also of great interest are the

chapters covering the neuromuscular effects of

antibiotics, regional intravenous blocks, terato-

genicity and the influence of monoamine oxidase

inhibitors upon the course of anesthesia. The
various myopathies are covered in an excellent

review. The physiology-pharmacology of beta

adrenergic blocking agents was reviewed. Volume

IV is perhaps the finest of the four, and phy-

sicians who are interested in and who deal with

anesthetic problems should find this book well

worth reading.

James F. Arens, MD

Post-traumatic Pulmonary Insufficiency ;
by F. D.

Moore, et al, Saunders, 1969, 234 p, $12.50.

The development of progressive respiratory in-

sufficiency following trauma, burns, surgical pro-

cedures, hemorrhage, or shock is a problem of in-

creasing frequency and importance. Coining the

term “post-traumatic respiratory insufficiency,”

the authors describe ten such cases. Detailed

physiologic measurements are made and impor-

tant postmortem observations are given. A discus-

sion of possible pathogenic factors is presented.

The section on ventilation therapy is valuable,

particularly for those without either special train-

ing in the field or access to consultative help.

To be able to devise effective rational therapy

for a condition, adequate clinical, physiologic, and
pathologic descriptions should first be made. This

monograph is an admirable first step along these

lines.

Those caring for this type of patient should

benefit from the information contained in this

book.

Louis C. Waddell, MD

Synopsis of Pathology, by W. A. D. Anderson
and T. M. Scotti. Ed 7, C. V. Mosby Co., St.

Louis, 1968, 975 p, $10.50.

The seventh edition of Anderson’s Synopsis of

Pathology is a concise and excellent presentation

of general pathology. The material which is in-

cluded is satisfactory for a rapid review of most

subjects and is supplemented by pertinent, up-to-

date references. The descriptions of gross and

microscopic changes are brief but are well writ-

ten. The material is presented in a classical man-
ner. This book is suitable as a desk reference for

clinicians and as a review for students in gen-

eral pathology. Of all the books which are pub-

lished as concise presentations of general pa-

thology, Anderson’s is the best.

Richard J. Reed, MD

PUBLICATIONS RECEIVED
Harper & Row, N. Y. : Modern Treatment,

May 1969: Treatment of Thyroid Disease, Guest

Editor James A. Pittman, Jr., MD, and Treat-

ment of Vertigo, Myron W. Frederic, MD, Wal-

lace Rubin, MD and Robert J. Wolfson, MD.

C. V. Mosby Co., St. Louis: A Synopsis of

Contemporary Psychiatry, by George A. Ulett,

MD and D. Wells Goodrich, MD (4th ed.).

The Williams & Wilkins Company, Balt.:

Pathology in the Tropics, by G. M. Edington,

MBE, MD, and H. M. Gilles, BSc, MD.
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Hemolytic Diseases of the Newborn

• The author presents an interesting report on hemolytic processes

which occur originally in the fetus. He includes recent advances in

treatment.

/-pHE diagnostic term “hemolytic disease

of the newborn” is used to include sev-

eral hemolytic processes occurring orig-

inally in the fetus and being present at

birth in the newborn. Most hemolytic dis-

eases are due to isohemagglutinins in the

maternal serum. By far the most common
cause of pathologic hemolytic disease in

the newborn is the Rh factor D. This ac-

counts for about 95 percent of the cases.

The second most frequent factor is ABO
system incompatibility. A veiy minor per-

centage of disease is caused by incompati-

bility within the remaining members of

the Rh system, other blood groups such as

Kell-Cellano, Duffy, or the M.N.S. system.

A process not due to isohemagglutinins

but which will occasionally cause hemolytic

disease in the newborn is hereditary

spherocytosis or other related conditions.

Isoimmunization Mechanisms

Isoimmunization causing disease in the

fetus beginning in utero is based upon the

following necessary circumstances:

1)

A mother who lacks a certain spe-

cific blood group factor and who has been

Reprint requests to Doctor Smith, Children’s

Clinic, Ridgefield Road and Eighth Street, Thibo-

daux, Louisiana.
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F. MICHAEL SMITH, JR., MD, FAAP
Thibodaux

stimulated to produce the antibody to this

factor by the presence of the factor in the

blood of a fetus, or by stimulation of the

mother to produce this antibody by blood

transfusions containing the factor.

2) The production by the mother of an

antibody to this factor.

3) Passage of the antibody itself across

the placenta and into the fetal circulation.

4) Destruction of fetal red blood cells

by a specific reaction between the anti-

body called an agglutinin, and the fetal

red blood cells.

Approximately 15 percent of the white

race is Rh-D negative; in the pure Negro
and Asiatic races D-negative individuals

are very rare. The remaining 85 percent

of the white race, who are D-factor posi-

tive, are divided as follows: 38 percent are

D-positive homozygous and 47 percent are

D-positive heterozygous. Thus it follows

that when an RH positive male who is

heterozygous mates with an Rh negative

female, there is a 50-50 chance that the

offspring will be Rh negative. Twelve per-

cent of the matings among white people of

this nation are between Rh-D positive

males and Rh-D negative females, yet of

these matings only 1 in 200 births will
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have hemolytic disease of the newborn, due
to Rh incompatibility.

When a male who is Rh-D positive mates
with a female who is Rh-D negative and
there is also incompatibility in the major
blood group system of ABO, then the sen-

sitization to the Rh-D factor is less likely

than were there no incompatibility in the

ABO system.

Transfusion of the D-negative female

with the D-positive blood is a very power-

ful stimulus to sensitization of these wom-
en. Multiple transfusions of this nature

will result in sensitization of 90 percent of

all such women. Hemolytic disease due to

Rh factor in a first born infant is practi-

cally always due to a previous transfusion

of the mother with D-positive blood. Even
the most easily sensitized D-negative fe-

males who have never had blood transfu-

sions will seldom have an affected first

born infant. It is usually the second or

third born infant who will most likely have

disease due to the D factor. This is not so

in the ABO system. The percentage of dis-

eased infants is just as high in the first

born as in subsequent pregnancies. If the

mother is major blood group 0 and her

offspring assumes the blood group of the

father which could be either A or B, then

the setup for an ABO system incompatibil-

ity exists. Usually this is a much milder

disease than Rh disease; only 5 percent of

these cases are ever likely to have a hemo-
lytic process of such magnitude as to be

capable of producing kernicterus in the

newborn. Severity of reaction and likeli-

hood of kernicterus are far more common
with B group incompatibility than with A.

The chief manifestation is icterus that will

appear within the first 36 hours after

birth. Abdominal organomegaly, anemia or

edema with severe illness at the moment
of birth are almost nonexistent in the ABO
factor diseases. The direct antiglobulin test

(Coombs’ test) is most often negative,

however it may be weakly positive in some
cases. There is virtually no diagnostic as-

sistance to be gained from the laboratory

by tests which are done during the preced-

ing pregnancy. In each pregnancy in

which there is an incompatibility in the

major blood groups between the mother
and the husband, that is, any 0 mother
married to any father other than an 0, the

situation for potential hemolytic disease

exists.

Manifestations of Hemolytic Disease

in Newborns

Severe hemolytic disease is most fre-

quently found in D factor disease. Severe-

ly affected infants will have cardiac en-

largement, severe anemia, and severe hypo-

proteinemia. Local accumulations of fluid

may occur in any serous cavity, or there

may be noted at birth a marked general-

ized edema; this is termed hydrops fetalis.

Hydrops fetalis is usually fatal before or

shortly after delivery. About 15 to 20 per-

cent of D-factor positive infants born to

known D-factor negative sensitized moth-

ers will have no clinical illness. Some of

these infants will have only a weakly posi-

tive Coombs’ test to reveal that a hemo-

lytic process exists. In some deliveries the

vernix caseosa may be dark yellow or the

umbilical cord may be yellow tinged even

though icterus of the skin will as yet not

be manifest. Icterus of the skin is almost

nonexistent as a finding at the moment of

birth, even in the most severely affected

infants. However, within one or two hours

it can be noted. This can be enhanced by

exposure to sunlight or ultraviolet rays.

The time of the appearance of icterus is a

vital sign in the clinical evaluation of this

disease. Good, reliable nursery attendants

must be taught to detect early icterus in

the newborn. All too often this is the first

warning to the physician that hemolytic

disease of the newborn exists. Anemia of

some degree will always occur in the first

few days of life but developing icterus will

usually mask the pallor of anemia. The

spleen and liver may be moderately or

greatly enlarged at birth. The heart may
also be enlarged and hemic murmurs are a

common finding. Marked petechial mani-

festation and severe bleeding tendency may
occur after one or two days in the untreat-

ed cases. Many cases will have massive
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numbers of nucleated red blood cells in a

peripheral blood smear, although this is

not a constant finding in even the most
severely affected cases. It was from this

finding that the old name erythroblastosis

fetalis was derived.

Kemicterus as a Special Manifestation

In those infants who are less severely

affected and who do not die on the first

day of life, the main threat is that of kern-

icterus. Kernicterus is a jaundice of the

nuclear masses of the brain in association

with a generalized icterus of the body. At
autopsy, this lesion is a gross finding on

inspection of the brain. Faint yellow pig-

mentation is found on the basal ganglia,

amygdala, inferior olive, dentate nucleus

of the cerebellum, vegetative centers of the

medulla, or the grey matter of the spinal

cord. Kernicterus can never be demon-
strated unless an infant has survived 36

hours or more. Kernicterus is more likely

to occur in premature than in full term in-

fants, since the premature brain and ner-

vous system has a greater affinity for the

indirect bilirubin than a more mature one.

Kernicterus, when manifest clinically in

an affected infant, will appear no sooner

than the second day of life and no later

than six days of age. The clinical signs of

kernicterus are as follows:

1)

Lethargy; 2) poor sucking reflex;

3) loss of the normal Moro response; 4)

spasms of rigidity and opisthotonos; 5) a

sharp high pitched scream; and 6) the set-

ting sun phenomenon.
Most infants who manifest these signs

of kernicterus will die within the first

week of life, but those who do survive will

always show extrapyramidal tract motor
difficulties and mental retardation.

The likelihood of kemicterus is directly

related to the level of the infant’s serum
bilirubin; it rarely occurs unless this level

has risen above 20 mg percent.

Summary of Possible Effects of

Hemolytic Disease

Hemolytic disease then may result in

the following:

1) Stillbirth with or without hydrops

fetalis.

2) Death within 24 hours of delivery

with severe anemia, splenomegaly, hepat-

omegaly, edema, but no evidence of kern-

icterus.

3) Death after the first day but before

the sixth day, from kernicterus.

4) Survival, with kernicterus manifest

as a residual central nervous system dam-
age and mental retardation.

5) Recovery from an illness of some de-

gree of severity in which anemia and hy-

perbilirubinemia were the pressing prob-

lems.

6) Spontaneous recovery without any
clinical signs remaining.

Management of Hemolytic Disease in

the Newborn

Thus we find that the management of

hemolytic disease in the newborn will re-

volve around these three main areas of

concern:

a) The threat of stillbirths.

b) The threat presented by severe ill-

ness at the moment of birth.

c) The threat of kernicterus.

Threat of Stillbirth

Obviously, the threat of stillbirth is pri-

marily an obstetric function. Management
must begin with case finding. All obstetric

cases should have blood grouping and typ-

ing with screening for irregular anti-

bodies done as early as feasible in preg-

nancy. The major blood group and the Rh
factors should be ascertained with a

screening test for irregular antibodies.

The history of all previous pregnancies,

the history of hemolytic diseases of the

newborn, the history of previous stillbirths

and the history of previous blood transfu-

sions at any time in life should be record-

ed. Also a history of a known familial he-

molytic disease, such as spherocytosis,

should be sought. Various possible situa-

tions may be confronted and handled in

these ways:

A. A pregnant woman with a major
blood group 0, Rh factor D-positive re-

quires that at birth the following be done

on a sample of cord blood:
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1) A Coombs’ test— this will prac-

tically always be negative even when
hemolytic disease exists due to ABO sys-

tem, but a weakly positive test will be of

value as an indication of a hemolytic

process.

2) A blood grouping and typing on

the cord blood on the infant. If the baby
is group 0, then there can be no ABO
system incompatibility. If the baby is

group A or B, then the setup exists. This

does not mean that the infant will have

a hemolytic process sufficient enough to

require treatment, or even that the

mother has been sensitized, but at least

a potential situation will have been

found to exist. The physician can then

tag the bassinet of any such infant with

a red card which would be understood

to be a warning to the nursery atten-

dants to pay particular attention to this

infant for any developing sign of icter-

us. Currently there is no available lab-

oratory test that will make a definitive

diagnosis of ABO disease. This diag-

nosis is based on clinical suspicion when
the above described potential situation

exists, and upon overt symptomatic ex-

pression of the hemolytic process, that

is icterus. Thus the consecutive determi-

nation of the infant’s serum bilirubin

level becomes of supreme importance

when a hemolytic process has become
manifest.

B. When the obstetrician is faced with

a pregnant woman of any major blood

group who is Rh-D factor negative, he

faces the group with the greatest potential

for hemolytic disease. If this patient is

pregnant for the first time and has not

had any previous transfusions and is not

of blood group 0, then the danger of hemo-
lytic disease in the newborn is very low in-

deed. In any case, however, the complete

blood group and Rh factors of the patient

must be determined, and prenatal screen-

ing for the presence of antibodies is man-
datory. If an antibody is found, it must
be correctly identified and the titer of it

must be obtained. The pregnancy in which
the anti-D antibody first appears will re-

sult in a D-positive infant. Some obste-

tricians do serial titer studies over the

course of the pregnancy. The value of this

type of study lies in the fact that if a rise

in antibody titer of 3 or more tubes is

found, it practically always indicates that

the fetus is D-positive and is diseased.

However such things as anamnestic reac-

tion and the term dumping phenomenon
may invalidate serial determinations. If

there is no positive titer found at 36 weeks’

gestation, then no clinical illness due to

Rh factor disease is to be expected in the

newborn. In these cases of nonsensitized

D-negative females, the cord blood of the

infant should be studied for blood group

and Rh factors, and a Coombs’ test should

be done. If the Coombs’ test is negative,

no other data are obtained. If however the

Coombs’ test is positive then there has

been a slipup somewhere and the following

should be obtained:

1) Cord hemoglobin determination.

2) Cord blood bilirubin determina-

tion.

In the sensitized D-negative female, a

woman who has shown the presence of a

positive antibody in any titer at all, rou-

tinely cord blood should be obtained for

determination of direct Coombs’ test, ABO
forward grouping, Rh factor typing, hemo-

globin concentration and bilirubin concen-

tration.

Any Rh-D negative female who is sen-

sitized presents the threat of stillbirth to

the obstetrician. The history of previous

pregnancy with affected offspring, the his-

tory of previous transfusions, and the his-

tory of previous stillbirths become of par-

amount importance. In any mother who
has given birth to two or more stillborns

due to Rh-D factor incompatibility, the

likelihood of delivery of succeeding preg-

nancy without medical intervention is

probably less than one in ten. Prevention

of the threat of stillbirths will now reside

in an early delivery of the infant before he

becomes so severely affected that he will

die in utero or shortly after birth. How-
ever, it must be remembered that early de-

livery adds to the risk of kernicterus all
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the normal hazards that attend prema-
turity. Thus, one must tread a thin line in

the timing of delivery. Probably the best

guideline available today is the advice of

Dr. Allen that all such infants should be

delivered at 86 weeks’ gestation or as soon

as possible thereafter by medical induc-

tion. The delivery of the potentially affect-

ed infant should be managed with as little

anesthesia or sedation as possible.

Most recently, studies have been done on

the amniotic fluid with regard to the pres-

ence in the fluid of bilirubin or some of its

breakdown products. These studies are

performed on fluid which is obtained by
antenatal amniocenfesis in an effort to

select the patients who are in need of ore-

mature induction. It is now believed that

spectrophotometric analysis of the amnion-

ic fluid for bilirubin and its products will

give the maximum information regarding

the degree of effect on the fetus in utero

and the need for premature induction. This

fluid is obtained between the 30th and
32nd week of gestation, because prior to

this time the test will be negative and

meaningless, and after this time there is a

drop in bilirubin content of the fluid due

to an uptake bv the fetus, and a false nega-

tive will result. By these studies data are

accumulated which may indicate that de-

livery should be done as early as the 34th

week.

Threat Presented by Severe Illness

at the Moment of Birth

When, however, a severely ill infant is

delivered, he should be examined at the

moment of birth. If the infant is pale,

limp, and edematous or bloated at birth,

there is need for immediate exchange

transfusion. Some infants who will have

need for immediate transfusion can be

severely affected and yet reveal no out-

standing clinical signs of illness at birth.

It is well to remember that jaundice is al-

most never present at birth. There may be

present such signs of illness as splenomeg-

aly and/or hepatomegaly. The vernix of

the umbilical cord may be yellow tinged,

and the placenta is usually heavier than

normal. In severely affected infants the

venous pressure is usually quite elevated

so that the exchange transfusion should be

performed in deficit to keep the pressure

down to about 10 cm of blood. Even in an
infant with no signs of clinical illness, the

exchange transfusion should be done as

soon as possible if the infant is two or

more weeks premature; if there have been

previously affected children; if the cord

hemoglobin is 12 grams or less
;
if the cord

bilirubin level is 3.5 mg or more. In ane-

mic infants, the serum loading albumin

technic should not be employed.

Threat of Kemicterus

The vast majority of infants who are

liveborn to D-factor negative sensitized

women will present mild or no signs of ill-

ness at the moment of birth. Virtually the

only threat to their complete recovery is

kernicterus. The need for exchange trans-

fusion will be determined by the bilirubin

concentrations of the cord blood and sub-

sequent determination made during the

first few days of life. If cord blood con-

tains over 3.5 mg percent of bilirubin, im-

mediate exchange is indicated. If later

samples reveal 10 mg percent or over in

the first 24 hours, 15 mg or over in the

first 48 hours, or threaten to exceed 20 mg
percent at any time, then an exchange is

indicated. Repeat exchanges are indicated

by any tendency to exceed 20 mg percent

bilirubin concentration. Sometimes three

to six exchanges are necessary in severely

affected infants or prematures to keep the

level of bilirubin below the level of 20 mg.

In calculation of possible excessive levels,

one bears in mind that during the first 72

hours of life the bilirubin level will in-

crease at about 1 mg per hour of life, in

the most severely affected infants. After

72 hours of age, bilirubin production be-

gins to decrease. Several serial determina-

tions can give one a projected rate of rise

depending on the severity of disease in the

individual case, and in this manner the

need for initial and repeat exchanges can

be calculated.

In desperately ill infants with high ve-
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nous pressure, a partial procedure in

which only 200-300 cc of blood is ex-

changed should be done as the initial pro-

cedure; once these infants are stabilized

and the threat of death has abated, a com-
plete exchange can be done later. A com-

plete procedure involves the use of 500 cc

of whole blood as an exchange medium.
Blood should be as fresh as possible and in

no case should be over four days old since

there may be dangerous rises in the serum
potassium levels. Group O Rh-D factor

negative blood is the blood of choice. This

blood should be crossmatched against the

mother’s serum and should be compatible

in the saline, albumin and antiglobulin

crossmatches.

A complete exchange procedure will re-

move 85 percent of the infant’s red blood

cell mass. It will lower the serum bilirubin

to about !4 or % of its pre-exchange

value, but it will remove only about *4 of

the total body bilirubin. In two hours time

after a complete 500 cc exchange transfu-

sion, 75 percent of the original pre-ex-

change level will have been reestablished

in the infant’s serum due to redistribution

of body bilirubin. Therefore, any infant

with a pre-exchange value of 30 mg per-

cent will require at least one more ex-

change procedure, and any infant with a

40 mg pre-exchange level will require at

least two additional procedures. It is a

well established fact that the salt-poor al-

bumin loading technic employed with ex-

change transfusion will greatly increase

the amount of bilirubin which is removed
by the procedure. Twelve and five tenths

grams of this salt-poor albumin is injected

at the start of the exchange procedure,

and a similar dose is administered at the

250 cc exchange point. This is employed
only in hyperbilirubinemia cases, and must
not be done with the anemic, high venous
pressure infants.

Following the procedure, some advise

the administration of penicillin-streptomy-

cin for three days. Others feel that is un-

necessary. Here at St. Joseph’s Hospital

for a number of years we have encoun-

tered no difficulties without the usage of

antibiotics post-procedural. Certain drugs

which will compete for the usage of the

glucuronide transferase system with bili-

rubin are contraindicated; among these are

Chloromycetin®, vitamin K in excess of 1

mg dosage, the sulfonamides and aspirin.

During the exchange procedure— 1 or

2 cc of 10 percent calcium gluconate is ad-

ministered at the end of each 100 cc of

blood exchange. This is done for a twofold

purpose: 1) to combat high serum potas-

sium from the donor blood; and 2) to

neutralize the citrate in the donor blood.

Although we have encountered no dif-

ficulty by doing otherwise, there are those

that advocate the warming of the donor

blood to body temperature.

Recent Advances
Of the two most recent advances in the

treatment of hemolytic diseases of the

newborn, one comes from Australia where
Dr. Liley has administered group O D-fac-

tor negative blood, compatible with the

mother’s serum, directly into the abdom-
inal cavity of the fetus in utero. Such a

technic will hopefully result in a liveborn

infant who is then handled by the usual

exchange transfusions at birth. This tech-

nic is limited to those cases in which, by
obstetric history, antibody titer, amniotic

fluid examination, and other means, it is

estimated that the fetus has little or no

chance of survival in utero until an age

sufficient for medical induction is reached.

The second newer technic is that of Dr.

John Goman of New York City where Rh
immunoglobulin, specially prepared anti-D

factor material, is injected intramuscular-

ly in the immediate post-partal period to

nonsensitized Rh negative mothers; this

procedure may in the future be the means
by which hemolytic disease of the newborn
will cease to be one of management by

pediatricians but rather one of prevention

by obstetricians.

Summary
All women should have blood grouping

and typing and screening for irregular

antibodies done as soon as possible when
pregnancy has been diagnosed.

If a woman is major blood group O or
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is Rh-D factor negative, then a situation

for potential hemolytic disease of the new-

born exists.

All Rh-D factor negative women should

have a minimal of two Coombs’ titers

done. One should be done at about 5

months’ gesfation and the second at 36

weeks’ gestation.

a. If the titer is negative, she is non-

sensitized, and no disease of the infant is

expected due to Rh factor.

b. If the 36 week gestation titer is posi-

tive, then a potentially ill infant should be

prepared for.

If a mother is Rh-D factor negative

and is sensitized as shown by a positive

a.nti-D titer, then the physician should

routinely obtain the following tests at

birth on the cord blood:

a. Direct Coombs’ test.

b. ABO forward grouping (if mother

is 0).

c. Rh typing.

d. Hemoglobin concentration.

e. Bilirubin concentration.

If the mother is Rh-D factor negative

but is not sensitized as shown by negative

anti-D factor antibody titers, then there

need be ordered only the following:

a. Direct Coombs’ Test.

1) If the test is negative, no other

tests are indicated unless the mother is

major blood group 0.

2) If the mother is major group 0
then baby’s group is ascertained on cord

blood. (ABO forward grouping).

3) If Coombs’ test is positive, there

has been a slipup somewhere, and the

following additional studies are indi-

cated on cord blood:

a. Infant’s typing (Rh).

b. ABO forward grouping (if the

mother is group 0)

.

c. Hemoglobin concentration.

d. Bilirubin concentration.

If the mother is major group 0 but

Rh-D factor positive, obtain on cord blood:

a. ABO forward grouping.

b. Direct Coombs’.

The baby should be tagged for observa-

tion if his blood group is A or B.

If by obstetric history and high pre-

natal antibody titers, a severely affected

infant is to be anticipated, one should have

500 cc of O-negative blood crossmatched

with the mother’s serum by the indirect

antiglobulin Coombs’ crossmatch technic

prior to the delivery of the infant so that

therapy can be started at once in the case

of severe illness at the moment of birth.
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Functional and Aesthetic Aspects of Rhinoplasty

• The author reports on the various technical problems of rhino-

plasty as they relate to the ultimate aesthetic goal. Six case reports

which are illustrated by preoperative and postoperative photographs

are included.

HINOPLASTY confronts the nasal sur-

geon with a multitude of problems. In

few other procedures is a surgeon faced

with three distinct yet convergent prob-

lems: 1) public opinion (both lay and

professional; 2) technical difficulty; and

3) aesthetic judgment.

Problem of Acceptance

The problem of lay and even profes-

sional acceptance of rhinoplasty is per-

haps best illustrated by the not infrequent

use of the phrase “nose job” to describe

the operation. Such a derisive phrase does

little to indicate the truly formidable tech-

nical problems involved and carries a dis-

tinct connotation of commercialism. The
rhinoplastic surgeon is a doctor, not a ma-
gician. He offers a service, not a product.

His only realistic goal can be in improve-

ment in appearance, not perfection.

Surgeon Is Limited

Furthermore, he is limited by the ma-
terials that are given him to work with.

His degree of success depends not only on

his skill but on the age, health, skin tex-

ture, bone structure, and specific func-

tional and anatomic problems of the pa-

tient. Thus, for example, a girl who is

basically not pretty cannot be turned into

a ravishing beauty by nose operation.

(Fig C-3 and 4). Also, the attitudes and
opinions of patients seeking rhinoplasty

vary widely. Before undergoing such elec-

tive surgery, patients must confront and

understand their motives. These motives

should be realistic and give evidence of

emotional maturity. Plastic surgery is not
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a panacea for the problems one might
have. The resulting improvement in ap-

pearance may be psychologically benefi-

cial as a result of bringing increased self-

confidence and self-satisfaction. How-
ever, it will not solve all of one’s problems,

particularly if an individual blames his

appearance for lack of success in life; nor

will the patient receive universal approval

from family, friends, and acquaintances

after surgery has been performed. Fur-

thermore, a surgeon often cannot match
what the patient has in mind in connec-

tion with the operation requested; it may
be that the goal of the patient is unattain-

able surgically or would be unaesthetic if

it were achieved.

Technical Difficulties

The technical difficulties of rhinoplasty

arise from the following facts: The proce-

dure is difficult to demonstrate and teach,

and hence to learn. The bony and car-

tilaginous structures to be modified are

covered (and to some extent “hidden”)

by external skin or the membranes with-

in the nose. Not only are the individual

maneuvers of the operation difficult, but

their sequence can vary widely, depend-

ing upon the problem at hand. Further-

more, small variations in technique can re-

sult in large variations in appearance be-

cause of postoperative scarring and edema

leading to secondary distortion.

Surgical Judgment

Lastly, the formidable technical diffi-

culties of rhinoplasty, when mastered, are

still subservient to aesthetic adjustment.

Years of surgical training presumably en-

dow all surgeons with an undefinable but
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Fig A-l Fig A-

2

Fig B-l Fig B-2
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Fig C-l Fig C-2

Fig C-3 Fig C-4
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nevertheless real quality known as “surgi-

cal judgment”. But it is difficult to corre-

late this common surgical possession with
the acquisition of “aesthetic judgment”.
And aesthetic judgment is the “sine qua
non” of successful rhinoplasty. If this be
doubted, let a surgeon ask himself two
questions: 1) What is the end point of an
appendectomy? and 2) What is the end

point of a rhinoplasty? The answer to the

first question is so obvious as to make the

question almost meaningless. The answer
to the second question has challenged and
will continue to challenge rhinoplastic sur-

geons forever.

To illustrate some of the problems dis-

cussed above let us consider the following

cases:

Case Reports

Fig A 1-2. A 28-year-old white man had a

post-traumatic septal hematoma which was un-

recognized until an intraseptal abscess resulted

in absorption of cartilage and a marked saddle

nose with bilateral nasal obstruction. Patient

was a foreman and had a realistic desire for im-

provement in appearance. He underwent aug-

mentation rhinoplastic correction of dorsum by

an autogenous cancellous bone graft from his

ilium and a Goldman 1 type lobule reconstruction.

A good cosmetic result was derived from proper

technique applied to a basically handsome man
with good skin texture.

Fig B 1-2. A 68-year-old merchant, an ex-

Golden Gloves boxing champion with a history of

five previous fractures, presented with bilateral

nasal obstruction and a desire for improved
breathing. He had no particular desire for im-

proved appearance. Functional rhinoplasty with

septal reconstruction gave an excellent functional

result but only a moderate cosmetic improvement
with which the patient was delighted. Although
the nose was shortened and the naso-labial angle

was markedly improved, and the tip raised, the

patient’s thick scarred skin precluded an optimal

cosmetic result.

Fig C 1-2. A basilar view is presented of the

deviated caudal border of the septum with a con-

tralateral tilt of the lobule and bilateral nasal

obstruction in a 21-year-old white woman. Post-

operative basilar view {Fig C-2) is excellent. 2

However, the overall rhinoplastic correction of

the tip and the dorsum, {Fig C-3 and C-U ) al-

though acceptable, has not made a “ravishing

beauty” out of a girl who is basically not pretty.

Her skin texture is poor, her philtrum and upper
lip are abnormal. Chin augmentation was con-

sidered and was refused by the patient.

Fig D 1-2. This shows a 19-year-old white

Fig D-l Fig D-2
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Fig E-l Fig E-2

Fig E-3 Fig E-4
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Fig F-3 Fig F-4

Fig F-l Fig F-2
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Fig F-5 Fig F-6

girl who is a classic example of a basically pretty

patient being made quite beautiful by cosmetic

rhinoplastic removal of hump and elevation of

nasal tip.

Fig E 1 -2-3-4. A 22-year-old white woman
with moderately good skin texture underwent

cosmetic rhinoplasty to remove a slight bony dor-

sal hump, elevate tip and change naso-labial

angle. A good cosmetic result, with improved har-

mony of nose with jaw line, was achieved.

Fig F 1-2. Basilar view of a 21-year-old white

woman with bilateral nasal obstruction and ex-

ternal nasal deformity is shown. Note markedly

abnormal columella and lobule. Columella is ex-

tremely short and lobule is extremely broad

(Fig F-l). Postoperative basilar view shows lob-

ule elevated but columella remains abnormally

short. There is no change in the shape of external

nares (Fig F-2 ).

Fig F 3-4. Pre and postoperative front face

views of same patient are shown. Note abnor-

mally long nose with drooping lobule obscuring

upper lip. Postoperative shortening of nose and

raising of lobule are quite acceptable aesthetical-

ly when seen en face.

Fig F 5-6. Lateral view (Fig F-6) reveals

moderate bony dorsal hump removed, lobule ele-

vated and naso-labial angle opened to acceptable

110°. Note that the abnormally short columella

remains and has been camouflaged by elevating

the tip. The tip is still somewhat bulbous but the

overall result is remarkably acceptable consider-

ing initial problems. This case illustrates multi-

ple problems of the nasal lobule, columella and
upper lip which militate against “perfection” in

postoperative results.3 '4

Summary
Various technical problems of rhino-

plasty are discussed as they relate to the

ultimate aesthetic goal of the operation.

Factors such as skin texture and widely

varying nasal structures and functions

are illustrated by six case reports and pre-

operative and postoperative photographs.

Preoperative conditions contributing to

the ultimate surgical result are discussed

in each case.
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Office Gynecology Hysteroscopy

• A new instrument, the hysteroscope, is described. It has been

used successfully for direct visualization of the uterine cavity for

purposes of diagnosis and treatment.

JJYSTEROSCOPY is the direct visuali-

zation of the uterine cavity for

purposes of diagnosis and treatment. This

is accomplished by means of an instru-

ment, the hysteroscope, which consists of

an outer tube of thin stainless steel, 7 mm
in diameter and 30 cm in length, contain-

ing a telescope with a fore-oblique objec-

tive. A cock for Luer-Lok syringes is fit-

ted to the proximal end of the outer tube

located next to the ocular. The telescope is

5 mm in diameter. It is provided with a

fore-oblique objective of 160 degrees. Liq-

uid (saline) injected through the cock is

conveyed through the space between the

telescope and the outer tube, or sheath to

the distal end of this outer tube. A thin

rubber balloon is attached to the distal end

of the outer tube, where it is secured by
means of a metal ring. The balloon is 5

mm in diameter when it is not inflated.

Even when it is only slightly distended, it

is completely transparent.

In the original studies by Doctor Torsten

Silander of Stockholm, he stated that pa-

tients are prepared for examination as

they would be for curettage. 1 '3 We have not

found this necessary. A simple swabbing
of the vaginal canal and cervix with Zeph-

iran® Chloride (Winthrop) has been most

satisfactory in our hands.

In the original articles by Silander de-

scribing this instrument, it is stated that

following determination of the depth and

position of the uterus by means of a sound,

the cervical os is dilated with Numbers 7

to 8 Hegar dilators. In the multiparous

patient, we have found that dilatation to

any degree beyond the present existing

From the Department of Obstetrics and Gyne-
cology, Louisiana State University School of

Medicine, New Orleans, Louisiana 70112.
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patency of the parous os was not neces-

sary. The nulliparous cervix, however, did

require dilatation.

In the parous individual no anesthetic,

local or general, was necessary. Upon sev-

eral occasions 50 to 100 mg of meperidine

was used intravenously. The nulliparous

patient required an anesthetic in addition

to dilatation. This was carried out in the

form of local para-cervical ganglion block.

Light Source

The older instruments had a light bulb

attached to the distal end of the instru-

ment. The one used in this study has no at-

tached bulb. It is a fiber-optic instrument

with the only source of light located at the

electrical transformer. (See black box in

Fig 1)

Procedure Outlined

The hysteroscope with the collapsed bal-

loon is inserted into the cervical canal; the

light source is activated and the examina-

tion is begun. In most instances, this is

started with inspection of the cervical ca-

nal which is easily accessible for examina-

tion. The plicae palmatae in the cervix are

easily distinguished, but can be smoothed

out by increasing the pressure in the bal-

loon. At this time, any existing pathology

may be noted in the endo-cervix.

Advancing the instrument into the true

uterine cavity, an adequate amount of liq-

uid, 10 to 15 cc, is injected into the balloon

by means of the syringe. This amount of

inflation of the balloon will keep the cavity

completely distended, so that the entire

uterine cavity as well as the two tubal ori-

fices are visible with the slightest rotation

of the instrument. For closer inspection

of interesting areas, the instrument is

moved nearer to the uterine wall. The in-
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Fig 1. a) The electrical transformer with light source, b) The assembled hysteroscope with

slightly distended bulb attached, c) Connecting cables for transmission of light.

Fig 2. Distal end of hysteroscope with at-

tached fully distended bulb.

strument can be moved freely in all direc-

tions. The degree of dilatation of the uter-

ine cavity can be adjusted as required by

varying the pressure exerted on the sy-

ringe. In order to obtain the best possible

results, the cock of the syringe should not

be closed during the examination. The bal-

loon follows the contour of the uterine wall

exactly; and even soft growths, which

could be expected to be compressed by the

pressure applied, can be closely observed.

By varying the pressure in the balloon, it

Fig 3. Disengaged instrument; Inner cylin-

der; Outer cylinder; Connecting cables.

Note: The name of this instrument is the Si-

lander Hysteroscope. For the sake of accuracy,

small sections of the description of this instru-

ment were taken from his original article. Si-

lander, Torsten: Acta Obstet Gynec Scand

42:284-289, 1963.
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is possible to study folds in the endome-
trium and small polyps.

Discomfort Slight

Since dilatation to the extent of only 7

to 8 mm is quite sufficient, the discomfort

caused to the patient is very slight, and, as

mentioned previously, the examination can
be carried out without a general anes-

thetic.

Applicability

Direct visualization of the uterine cavity

is possible. Normal structures such as cer-

vical canal, internal os, endometrium and
tubal orifices are quickly, easily and abso-

lutely identified. With departures from the

normal, any pathological condition may be
recognized such as fibroids, polyps, vari-

ous forms of malignancy, etc. Whenever in

doubt, a specimen of tissue may be ob-

tained for microscopic study. Treatment
may be instituted at the exact site of the

diseased process.

Advantages

Advantages of the instrument are as

follows:

1) The ease and simplicity of use.

2) The safety.

3) The accuracy of determining the ex-

act nature of the pathology and exact lo-

cation.

4)

The knowledge obtained will allow

early application of treatment and treat-

ment will be directed to the exact site of

the pathological process.

Disadvantages

There are virtually no disadvantages.

Occasionally, a slight transient inflamma-

tory reaction may be produced. None has

occurred in our small series of cases. These
have been followed closely post-examina-

tion by clinical observation, temperature

recordings and white blood cell determina-

tions. It is not, however, the intention of

this paper to picture this instrument as a

panacea but as another tool in the medical

armamentarium to improve diagnosis and
treatment.

Conclusion

I have described a new instrument which

I have used successfully. I feel that it is

another step forward in offering the gyne-

cological patient a little more aid in the

nature of diagnosis and treatment.
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Arteriographic Demonstration of a

Cerebellar Hematoma

'"PHIS 19-year-old Negro male was admit-

ted to the emergency room for multiple

fractures and severe head trauma sus-

tained during a car accident some four

hours earlier.

At the time of admission, the patient

was conscious and responding. Amnesia
existed for the time of the accident and

the immediate preceding period. Physical

examination revealed multiple lacerations

and an obvious deformity of the right

lower extremity indicating a fracture of

the tibia and fibula. Considerable swell-

ing was also noted over the right clavicle

and crepitation of fracture fragments

could be felt.

The blood pressure at the time of ad-

mission was 160/90. The pulse rate was
100 and regular. Neurologic examination

was grossly negative. Funduscopic ex-

amination revealed questionable papille-

dema of both fundi. Spinal manometries

were considered normal; however, 20 to

40 red cells were noted per high power
field.

After manipulation and reduction of the

fracture, a cast was applied. Otherwise

conservative medical management was pur-

sued. Over the next 48 hours, the patient’s

condition deteriorated. A carotid arterio-

gram was performed and was interpreted

as negative. During the ensuing 24 hours,

the patient’s condition continued to de-

teriorate, and definite left cerebellar hemi-

spheric signs developed. A vertebral ar-

teriogram was performed which demon-
strated displacement of the superior cere-

bellar artery. A space occupying lesion of

non-staining quality, presumably a hema-
toma in the left cerebellar hemisphere

Doctor Lang is professor and chairman, De-

partment of Radiology, Louisiana State Univer-

sity School of Medicine in Shreveport, Shreve-

port, Louisiana.

ERICH K. LANG, MD
Shreveport

along its superior circumference, was pos-

tulated on the basis of this Observation-

Exploration of the posterior fossa re-

vealed a small subdural hematoma overly-

ing the cerebellar hemisphere on the left

side and extending onto the undersurface

of the tentorium. The superior circum-

ference of the left cerebellar hemisphere
was discolored and taut. A substantial

hematoma was aspirated.

The patient’s condition improved post-

A left catheter vertebral arteriogram demon-
strates normal position of the basilar artery and
the posterior cerebral arteries. Note marked
splaying and stretching of the left superior cere-

bellar artery (arrows). Lack of a tumor stain

and marked displacement suggest a space occu-

pying lesion along the superior circumference of

the left cerebellar hemisphere, most likely an
intracerebral hematoma.
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operatively, and he was discharged on the

fifteenth postoperative day.

Comment
Vertebral angiography is useful for as-

sessment of lesions in the posterior fossa

and particularly of mass lesions involving

the pons and the cerebellum. The char-

acteristic displacement pattern of the su-

perior cerebellar artery demonstrated on

this patient with absence of a tumor stain

was diagnostic of an intracerebral hema-

toma along the superior circumference of

the left cerebellar hemisphere.

Routine assessment of the posterior

fossa by four-vessel angiography is ad-

vocated in all patients who sustain severe

head trauma and warrant investigation of

the carotid system. Seldinger catheter

techniques permit demonstration of both

carotids and the vertebral arteries at the

same setting without undue delay. The
additional information derived from ver-

tebrobasilar angiography is highly in-

formative in solving perplexing cases of

“head trauma” that presented hitherto as

an enigma because of incomplete investi-

gation of the cerebellum.
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Determination of Diabetes in Pregnancy Using the

Intravenous Glucose Tolerance Test

The importance of diabetes in all fields

of medicine is increasing. Continuing at-

tention is required in both treatment and
recognition of the diabetic state. Much
valuable and effective research has been

done on recognition and diagnosis of

doubtful cases.

A sustained effort has gone forward an-

nually through the years in the community
drives for discovery of the patient who
does not know that he has diabetes. In-

vestigators have done much to clarify the

situations that pertain to diabetes and
pregnancy. Partial understanding has

made possible a satisfactory and improv-

ing standard of care. This is shown in

maternal morbidity statistics and in neo-

natal or infant morbidity and mortality.

Whether pregnancy in a supposedly nor-

mal patient produces abnormality of car-

bohydrate and metabolism has been the

subject of much study. The trend now is

to consider that it does not. It is clear

that the difficulties of interpretation of

normal physiologic changes in pregnancy,

that are apparently unrelated to carbohy-

drate utilization, have resulted in a con-

fused body of literature.

Comparative tests have shown that re-

sults obtained from oral glucose tolerance

tests in pregnancy and in the non-preg-

nant state, do not have the same signifi-

cance in regard to diabetes in the two con-

ditions. Accordingly, much research in

the last decade has been in the matter of

a satisfactory test for diabetes, overt or

occult, in pregnancy and the equally im-

portant matter of not diagnosing diabetes

when it does not exist.

Numerous reports have compared the
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oral and intravenous glucose tolerance

tests in pregnancy. Of value, in this re-

gard, are certain recent papers. Burt1

considered the intravenous tests to be
more reliable than the oral tests and free

of aberrations of questionable metabolic

significance.

Solomons, et al, 2 reported that in the

absence of other evidence of diabetes, gly-

cosuria developing during pregnancy is

probably not related to diabetes. These
authors established criteria. They found

an improved glucose tolerance in normal
women in pregnancy; but they also found

a high incidence, using the intravenous

glucose tolerance test, of abnormal re-

sponses in individuals genetically predis-

posed to diabetes. They regard the intra-

venous as the preferred test.

Ocampo, et al,
3 found in testing 24 pa-

tients who were screened to be negative

for presumption of diabetes that in 12

patients the result of the oral test was ab-

normal, but in all patients, the result of

the intravenous test was normal.

Baker, et al,4 reported that “The deter-

mination of fasting blood sugar level and

the oral glucose tolerance test in preg-

nancy are felt to be unnecessary and un-

reliable.” They also stated that “The in-

travenous test proved to be the most sen-

sitive and reliable diagnostic test for dia-

betes in pregnancy, especially in predict-

ing obstetric complications, while the oral

glucose tolerance test and 2-hr. postpran-

dial screening test did not correlate with

the expected diabetic complications.”

O’Sullivan and Mahan 5 reported on the

oral glucose tolerance test in 1013 women
on a long-term basis. On criteria estab-

lished in the study, they concluded, among
other points, that properly used, it was
found to have considerable value. They
stated that “Its impressive ability to iden-

tify future diabetics was further support-

ed by the more realistic estimated results

obtained from a life table application.”

Yannone and Goldfien6 briefly summa-
rized the situation and reported on their

experiences with both tests with the con-

clusion that the intravenous glucose toler-

October, 1969—VOL. 121, NO. 10

ance test is clearly superior to the oral

glucose tolerance test and is recommended
to avoid both underdiagnosis and over-

diagnosis of diabetes mellitus.

These authors commented on their ex-

periences with the two types of tests in

which 150 pregnant women were tested

by the oral glucose tolerance test. They
found that 14 or 9.3 percent were consid-

ered to have glucose intolerance because

two or more of their blood glucose values

equaled or exceeded the values previously

outlined. Test was considered abnormal
if two or more values equaled or exceed-

ed the following: 110 mg percent for fast-

ing blood sugar; 160 mg percent at one

hour; 120 mg percent at two hours; and
110 mg percent at three hours. Eighty-

seven or 58 percent of the tests on the

150 pregnant women were considered nor-

mal; however, 49 or 32.7 percent of the

oral glucose tolerance tests were consid-

ered difficult to interpret. Twenty tests

on these patients showed “flat” curves in

that blood glucose level failed to rise at

least 20 mg above the fasting value dur-

ing the test period. Eleven tests were
“high lag” configuration in that one hour

determination did not reach 160 mg per-

cent; and the two hour level was equal to

or exceeded the one hour value. In all 11

of these tests, the two hour blood glucose

was over 120 mg percent. Eighteen tests

showed a “low lag” type of curve. In this,

the peak level exceeded fasting by 20 mg
percent; but the two hour level was below

120 mg percent.

From these 150 pregnant women who
received an oral glucose tolerance test,

there were 73 who received intravenous

glucose tolerance tests. Eleven of the 14

women with abnormal oral glucose tol-

erance tests received the intravenous

tests, and 10 have abnormal tests. Of
20 women with “flat” curves, 15 had
intravenous glucose tolerance tests; and
all were normal. In 10 of the 11 pa-

tients with “high lag” oral glucose tol-

erance test curves, there were 7 normal
and 3 abnormal. The authors feel that

the differences between the findings
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with the oral and glucose tolerance tests

are due to variations in the absorption

of glucose from the intestinal tract in

the oral technique. They considered

that there may be some discrepancies in

interpretation of the two types of tests

due to differences of criteria for nor-

malcy in which the enzymatic method
of glucose analysis was compared with
the “true glucose” method. They also

considered that those glucose tolerance

tests which were difficult and unsatis-

factory for interpretation with the vari-

ous forms of lag will continue to be a

problem regardless of the technical

procedure. They believe that the intra-

venous test obviates this difficulty.

Considering the fact that the morbid-
ity to mother and baby is involved, the

most accurate diagnosis possible should

be used to determine the presence or

absence of diabetes in pregnancy.
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ORGANIZATION SECTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

DOMICILE A REALITY —
LSMS FOUNDATION

The Executive Committee of the Louisiana

State Medical Society at its meeting on May 29,

1969 instructed our attorney, Mr. Henry B. Also-

brook, Jr., to immediately do the necessary legal

work to create a non-profit, tax exempt founda-

tion which would take title to the Society’s new
domicile.

The legal Work was completed and a meeting

of the Louisiana State Medical Society Educa-
tional and Research Foundation was called in

order to receive approval from the U. S. Internal

Revenue Service. This approval has now been re-

ceived.

The Board of Directors of the Foundation is

comprised of the members of the Executive Com-
mittee of the Louisiana State Medical Society

plus two members of the House of Delegates

elected by the Executive Committee.

Having had the approval of the Internal Reve-

nue Service the domicile was purchased in the

name of the Foundation thereby saving addition-

al legal fees, transfer taxes, etc.

Articles of Incorporation and By-Laws were

voted upon favorably by every member of the

Board of Directors of the Foundation. These By-

Laws can be amended at any meeting of the Ex-

ecutive Committee.

The Act of Sale has now been passed, the

Foundation has taken over the domicile and

renovations are being made in the building so as

to be made suitable for our occupancy. Expected

time of occupancy is the latter part of October.

The office will be located at 1700 Josephine

Street in New Orleans.

Classifications of Membership
A. This corporation is organized on a non-stock

basis.

B. The qualifications of members and different

classes of membership are as follows:

1. Active Membership— An active member
shall

:

a) Be a duly licensed doctor of medicine

(M.D.)
;
and

b) Hold office, by election or appoint-
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ment on the Executive Committee of

the Louisiana State Medical Society,

or be a member of the House of Dele-

gates of the Louisiana State Medical

Society who has been elected by ma-
jority vote of the Executive Committee
of the Louisiana State Medical So-

ciety, not more than two such physi-

cians from the House of Delegates

during any one term of one year,

c) Have the right to vote and hold office

in this corporation:

(1) For such time as he is a member
of the Executive Committee of

the Louisiana State Medical So-

ciety.

(2) In the instance of the two mem-
bers from the House of Delegates

being elected by the Executive

Committee for the term of their

selection.

2. Felloiv Membership— A fellow member
shall

:

a) Be any individual person who, within

any ten year period, shall have do-

nated $1,000.00 or more to the corpo-

ration; and
b) Not have the right to vote or hold of-

fice in the corporation unless he is also

an active member.
3. Sustaining Felloiv Membership— A sus-

taining fellow member shall:

a) Be any individual person who shall

have donated $5,000.00 or more to the

corporation, within any period of time

and

b) Not have the right to vote and hold

office within the corporation unless he

is also an active member.
4. Life Fellow Membership— A life fellow

member shall:

a) Be any individual person who shall

have donated $10,000.00 or more to the

corporation within any period of time;

and
b) Not have the right to vote or hold of-

fice within the corporation unless he

is also an active member.
5. Honorary Membership— An honorary

member shall:

a) Be one who has made an outstanding

contribution to the field of medicine or

medical education, or to medical re-

search, who in the opinion of the ma-
jority of the active members deserves

special recognition by this corporation

;

and
b) Not have the right to vote or hold

office in this corporation unless he is

an active member.
C. Membership shall not be transferable, assign-

able or heritable. The corporation has the

power to exclude from further membership
any member who fails to comply with the

reasonable and lawful requirements of the

rules and regulations made by the corpora-

tion for the government of its members.
D. Each active member shall be entitled to one

vote on each matter submitted to a vote.

E. No member of this corporation shall be liable

personally for any obligation of the corpora-

tion, except as is otherwise provided by Law.
The Foundation is now able to receive gifts of

any denomination which are tax deductible to the

donor.

The membership will be notified when the domi-

cile has been occupied and the membership is

urged to visit same because of their own interest

and to offer suggestions as to further renova-

tions, furnishings, etc.

TEN CLINICAL COMMANDMENTS*
The Clinical Commandments which appear be-

low were originally “pronounced” by S. B. Wortis,

MD, of New York University, and later modified

by ASIM member Harry F. Klinefelter, MD, and
his colleagues at Johns Hopkins.

Dr. Klinefelter is a member of the ASIM Pro-

fessional Review and Quality Standards Commit-
tee. The Committee felt that the “Command-
ments” deserved wide circulation and the ASIM
Board of Trustees agreed.

They are printed as a guide for the practice

of careful and excellent internal medicine.

FIRST, there is no substitute for learning from
direct contact with patients. A clinical discipline

cannot be learned in the laboratory, by reading,

or by listening to lectures. There is no substitute

for a good history, a good physical examination

and the mature clinical acumen of the physician.

sjc ijs jfs

SECOND, the practice of good clinical medi-

cine is an arduous task; clinical responsibility is

a full-time, 24-hour-a-day job. You cannot take

proper care of sick people on an eight-hour, four-

day weekly schedule and still do your job prop-

erly. Don’t keep patients waiting. Take time to

explain matters to them.
^

THIRD, be optimistic; most illness is relievable

with God’s help and without too much interfer-

ence from the physician!

FOURTH, be patient. A period of observation

is sometimes the only road to a correct diagnosis.

Don’t impress patients or yourself with a mass
of unnecessary laboratory tests.

^ ^ ^

FIFTH, don’t be too esoteric. At the risk of

seeming facetious it is worth noting that the
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commonest diseases occur most often. Think of

these first.

* * *

SIXTH, don’t overtest patients into possible

complicating conditions unless absolutely essen-

tial. Don’t do any tests on patients that you
wouldn’t do on your family or yourself, under
similar circumstances.

* * *

SEVENTH, use new drugs warily. It is better

to learn to use a few important and basic drugs

with skill, than to use the last one that the de-

tail man dropped on your desk. Many disorders

result from the injudicious use of drugs, and too

many hospital admissions are due to complicated

and unwise treatment.
* * *

EIGHTH, physician, know thyself. Know your
strengths, your weaknesses; cultivate a sense of

humor; continually re-examine your own clinical

work and your conduct in it. Continuously culti-

vate curiosity about disease processes, for this

is the essence of an exciting life in clinical medi-
cine, but treat the patient as well as the disease.

Always ask for consultative help if you are

stumped or if the patient requests it.

* * *

NINTH, except in consultation, do not discuss

patients by name with other physicians or with

other patients, relatives or friends. The patient’s

disorder may be discussed at any time with any-

one, as long as the patient is not indentified and
his confidence possibly betrayed. Never discuss

diseases in the hearing of patients.

* * *

TENTH, learn from your errors, and may they

be few. Remember that occasional human error

is built into human function. Each mistake should

teach you a lesson. Don’t too easily condone the

same error twice.

^Reprinted from The Internist
,
Vol. X, No. 4,

April, 1969.
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MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles
East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

SELECTED TOPICS IN CARDIOLOGY
The University of Texas Graduate School of

Biomedical Sciences at Houston, Division of Con-

tinuing Education, will present a course on “Se-

lected Topics in Cardiology,” on December 1-4,

1969, in Houston. The guest lecturer will be Dr.

William Likoff, professor of medicine and di-

rector of Cardiovascular Institute, Hahnemann
Medical College and Hospital, Philadelphia. The
primary discussions will be concerned with: mod-
ern appraisal of patient with coronary heart dis-

ease; angina pectoris; cardiogenic shock; coro-

nary care units; beta adrenergic blockage in ar-

rhythmias and angina pectoris
;

and surgical

treatment of coronary artery disease.

For further information write: The University

of Texas Graduate School of Biomedical Sciences

at Houston, Division of Continuing Education,

P. 0. Box 20367, Houston, Texas, 77025.

ANNUAL MEETING ANNOUNCEMENT
The Academy of Psychosomatic Medicine will

hold its 16th Annual Meeting at Mountain
Shadows Inn, Scottsdale, Arizona, November 19

through November 22, 1969.

The theme of the meeting pertains largely to

the practical application of psychiatry and psy-

chosomatic medicine in general and specialty
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practice. A symposium on Clinical Investigation

of Psychopharmacology including the ethics in-

volved with scientific exhibits and publications

will be held on November 19.

For further information and pre-registration

material contact: Edwin Dunlop, MD, Executive

Secretary, 150 Emory Street, Attleboro, Mass.

02703.

NEW MEDICAL-LEGAL FILM
Merrell announces the release of a new motion

picture in its series of medical legal topics. The
new film titled “Next Witness” was produced by
The Wm. S. Merrell Company division of Richard-

son Merrell Inc. in cooperation with the American
Medical Association and the American Bar As-

sociation. It deals with the subject of medical

testimony and the preparation by both physician

and attorney. The film is available on free loan

and may be obtained by writing: Film Library,

The Wm. S. Merrell Company, Division of Rich-

ardson-Merrell Inc., 1269 Gest Street, Cincinnati,

Ohio 45203.

VERSATILE PROGRAM SET FOR
AAP ANNUAL MEETING

Significant challenges confronting today’s pe-

diatrician include key issues in infant mortality;

current developments in objective means of diag-

nosis and therapy in allergic disorders; child care

—a national challenge; new considerations in the

diagnosis and management of neonatal jaundice;

and multiphasic screening for pediatric patients.

These will be among the subjects presented dur-

ing the 38th Annual Meeting of the American
Academy of Pediatrics in Chicago, Oct. 18-23.

Other areas to be examined during the annual

session will include: sources of adolescent unrest,

principles and problems of drug studies in in-

fants and children, and the current state of phy-

sical fitness of American youth.

More than 4,500 persons including pediatri-

cians, their families and guests are expected to

attend the meeting in the Palmer House Hotel.

MEDICINE FOR HURRICANE-STRICKEN
AREAS OF LOUISIANA

General pharmaceutical companies have re-

leased shipments of medicines to be used by vic-

tims in the hurricane-stricken areas of Louisiana.

A spokesman said the shipments were in im-

mediate response to a request from Dr. Rodney
C. Jung, Orleans Parish Health Director. An
earlier shipment of vaccines and antibiotics had
been made by a Detroit-based pharmaceutical

firm.

THE SEA A SOURCE OF DRUGS
The sea holds a tremendous potential as a

source of drugs, according to speakers at the

Food-drugs from the Sea Conference which was

held at the University of Rhode Island recently.

Mr. Michael Sigel of the University of Miami
Medical School reported success in curing cancer

and leukemia in mice using drugs extracted from
marine organisms. He stressed, however, that

the drugs might not be useful for treating hu-

mans and that much more research is needed to

determine the effects of the extracts.

Dr. Ara Der Marderosian of the Philadelphia

College of Pharmacy explained that large num-
bers of marine plants and fish species are po-

tential sources of drugs, because they contain

various toxins which have varying effects on hu-
man cells. Any of these toxins is a potential

drug, he said.

Dr. Bruce Halstead presented the recommenda-
tions of the subcommittee on marine biomedicine.

First on the list was the establishment of an in-

ternational organization to control the sea.

Also recommended was the establishment of a
national institute of marine medicine and phar-
macology, the organization of a marine biomedical

advisory committee and beginning a fleet of re-

search vessels.

One reason development of mariculture (fish

farming) is slow, Dr. Webber said, is the lack of

familiarity with the seas.

“Agriculture grew from familiarity with the

land environment. Much more knowledge is need-

ed before aquaculture can be practiced on a large

scale,” he explained.

Dr. Vernon C. Goldizen said the potential ex-

ists for cultivation of most of the organisms of

the sea. At some future time, they will be abun-
dant sources of food, he said.

TELEPHONE HOOK-UP FOR DOCTORS IN
ALABAMA INAUGURATED AT

UAB MEDICAL CENTER
“This is a unique service—the only one of its

kind in the country.” That’s the description Dr.

Thomas W. Sheehy, professor of medicine, Medi-
cal College of Alabama and chief of medicine,

Veterans Administration Hospital, applies to

MIST. MIST is the code name of “Medical In-

formation Service via Telephone,” a new pro-

gram which is sponsored by the medical college

and is operated by the Alabama Regional Medi-
cal Program as a free service to state physicians.

The MIST telephone number, 1-800-292-6597,

may be used by any doctor in Alabama to receive

information needed for patient care. “It brings

a medical service right into the physician’s office.

Nowhere else can a doctor call a medical center

free of charge and receive personal answers to

his questions from some of the most highly quali-

fied specialists in the nation,” Dr. Sheehy ex-

plained.

Dr. Clifton K. Meador, dean of the medical

college, first announced his idea for a physician's

telephone information service in 1968. This year,
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organization and planning for the service began;

and on July 1, 1969, the telephone lines were
opened. According to an evaluative questionnaire

which was issued under the program, many phy-

sicians in Alabama are already utilizing the ser-

vice, and their favorable response to MIST is

unanimous.

MIST is in operation 24 hours daily, 7 days a

week. Physicians receive immediate attention to

their questions, including medical problems which

occur on weekends and emergency situations

which arise on weekends.

All telephone conversations are tape-recorded.

“We plan to take these recordings of the doctors

and evaluate them, to determine the effectiveness

of our program and what directions it might take

in the future,” noted Dr. Sheehy, who is director

of MIST.

MLA ANNUAL MEETING
The 68th Annual Meeting of the Medical Li-

brary Association (MLA) will be held at the

Brown Hotel in Louisville, Ky., October 27-30,

1969.

Presiding over the meeting will be MLA presi-

dent, Jacqueline Felter. Mrs. Felter is acting di-

rector at the Medical Center Library of New
York, which serves as a clearinghouse for the en-

tire New York metropolitan area. President-elect

Elliott Morse, who is librarian at the College of

Physicians in Philadelphia, will deliver the presi-

dential address.

Other speakers include Alfred Brandon and
Dr. Irving Lunger. Mr. Brandon, who was the

first medical librarian at the new University of

Kentucky School of Medicine, will deliver the

Janet Doe Lecture on the subject “Academic
Status for Medical School Libraries.” The lecture

is in honor of Janet Doe, the former librarian at

the New York Academy of Medicine, a leading

figure in the MLA for many years, and the editor

of the first handbook of medical library practice.

Or. Lunger, president of Transylvania College in

Lexington, Ky., will speak at the final banquet.

Chairman of the Convention Committee is Joan
Titley, associate professor of medical bibliog-

raphy and librarian of the Health Sciences Li-

brary at the University of Louisville, the host

institution.

An important feature of the MLA annual con-

ference is the slate of continuing education

courses for health sciences librarians. Eight full-

day classes will be offered during the convention,

each designed to keep MLA members up to date

in their rapidly changing fields. Among the

courses are Techniques of System Analysis and
Design, Basic Biomedical Reference Tools and
their Uses, Recent Advances in the Literature of

Pharmacy.
Delegates will hear six contributed papers read

at the meeting.

Amidst Camille’s Rubble
HURRICANE-RESISTANT STRUCTURES

SOUGHT
Hurricane Camille was one of the worst in U.S.

history, but it failed to destroy everything in its

path. Both the ruins it left and the few build-

ings remaining more or less intact are being

closely examined by a U.S. Department of Com-
merce, National Bureau of Standards research

team which hopes to find formulae for construct-

ing buildings that will stand up to future Ca-
milles.

The four-man NBS team flew to the hardest-

hit area, Gulfport-Biloxi, Mississippi, and spent

several days carefully appraising the storm’s

effects and taking hundreds of photographs. Be-

fore long-term implications of this evidence can

be determined, Camille’s tricky movements will

have to be traced from a tremendous mass of

meteorological data collected during the hurri-

cane by the Environmental Science Services Ad-
ministration, also of the U.S. Department of

Commerce. These data are still being compiled

and processed.

In the meantime, the NBS investigatory team
is beginning to draw some tentative conclusions

on the basis of observations like these:

• With few exceptions, houses in the imme-
diate vicinity of the beach were totally de-

stroyed by the wave wash or storm surge which

inundated areas as much as 25 feet above mean
sea level. Wave damage to buildings with

structural frames was generally limited to

first-floor windows, non-structural walls and
partitions. Some structures with load-bearing

walls running at right angles to the beach also

escaped total destruction.

• A modern 7-story reinforced concrete

frame building with exterior glass enclosure

walls, located near the Gulfport beach, per-

formed very well. This building, initially occu-

pied in March 1969, was designed for high-

velocity winds. Damage from Camille was
mainly confined to four window panels and the

structure enclosing rooftop water-cooling tow-

ers.

MEDICAL CENTER
RESERVATIONS PROGRAM

Miss Michelle Kirsch has been appointed to the

newly-created post of Medical Center Reserva-

tions Director at the Shamrock Hilton Hotel in

Houston, Texas. Miss Kirsch is working with

doctors and staff personnel of the famed Houston
Medical Center, home of such surgeons as

Michael DeBakey and Denton Cooley, to help ar-

range reservations and special medical services at

the Shamrock for patients and their families who
come to the Center from all over the world for

everything from minor surgery to heart trans-

plants.
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For further information contact: Mr. Alonzo

“Skip” Ward, Shamrock Hilton Hotel, Houston,

Texas.

EARLY EXAMINATION OF BABY’S
ABDOMEN CAN DISCOVER
KIDNEY ABNORMALITIES

Detection of kidney abnormalities in the new-

born infant can be facilitated by routine palpa-

tion of the baby’s abdomen by the physician dur-

ing the first 24-48 hours after birth, according to

a “Pictoclinic” article in the current issue of

diagnostica, an international medical periodical.

“Palpation of the abdomen in search of pos-

sible renal anomalies is a frequently overlooked

aspect of the routine examination of the new-

born,” states the article.

Congenital anomalies of the urinary tract are

seldom diagnosed until secondary complications

appear. The first two to four days after birth not

only offer the earliest opportunity for examina-

tion of the abdomen by the physician but also

mark the period when palpation of this area is

easiest, according to diagnostica.

Only 20-30 seconds of time are required for

this type of examination by the experienced

physician. The procedure should be considered as

a screening technique, the article cautions, and

positive findings require further testing, includ-

ing urinalysis, intravenous pyelography and,

when indicated, urological or surgical consulta-

tion.

The diagnostica article cites a study of 10,000

consecutive newborns in whom the abdominal ex-

amination discovered 71 (0.7190 renal anomaly

suspects. Further testing disclosed that 44

(0.55%) infants, roughly 1 in every 200 new-

borns, had confirmed renal anomalies, including

such conditions as horseshoe kidney, renal agene-

sis, pelvic kidney, hypoplastic kidney, double kid-

ney, polycystic kidneys, enlarged kidneys, hydro-

nephrosis, Wilms’ tumor, duplication of the ileum

and meconium cyst.

The recommended step-by-step procedure for

conducting the palpation examination is described

in the article and illustrated with four-color

photographs.

8TH ANNUAL CONFERENCE ON
RESEARCH IN MEDICAL EDUCATION
You are cordially invited to attend the 8th

Annual Conference on Research in Medical Edu-
cation which will take place at the Annual Meet-
ing of the Association of American Medical Col-

leges in Cincinnati on November 1-2, 1969. The
format introduced last year has been continued.

Reaction to last year’s conference was generally

favorable, and the planning committee feels that

the format will continue to allow more oppor-

tunity for discussion of important issues relating

to research in medical education.

The conference will begin on Saturday after-

noon, November 1 with a plenary session. Follow-

ing this general session on Saturday, and again

on Sunday afternoon, November 2, the conference

will be divided into four discussion groups.

As was done last year, a booklet containing

most of the abstracts submitted to the planning

committee for consideration for the program will

be mailed during October to all who pre-register.

In addition, a complete set of the papers listed

on the program will be distributed. This will al-

low time for careful reading and thought prior

to the discussions. For those who do not pre-

register, the set of papers will be available in

Cincinnati at a cost of SI.00.

The program promises to be informative and
interesting. Your attendance and participation

will contribute much to its success.

The deadline for pre-registration is October 15,

1969. For further information, contact: Dale E.

Mattson, PhD, Director, Division of Educational

Measurement and Research, Association of Amer-
ican Medical Colleges, 2530 Ridge Avenue, Evans-

ton, Illinois 60602.

BOOK REVIEWS
Handbook of Pediatric Medical Emergencies', by

C. Varga, et al. Ed 4, C. V. Mosbv Co., St.

Louis, 1968, 649 p, S19.75.

The purpose of the book, as stated by the

author, is to present a review of those problems

in the realm of urgent diagnosis and treatment

involving the pediatric patient. It fulfills this

purpose admirably. The chapters are compre-

hensive yet concise; they place authoritative in-

formation at the fingertips of the reader who is

faced with an emergency. They present well ref-
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erenced discussions of up-to-date principles and
technics for the reader at his leisure.

The discussion on the management of shock in

the chapter, “Cardiovascular Emergencies,” by
Martin H. Lees, is of particular value since it not

only outlines an excellent regimen of treatment

but gives a concise discussion of why these pro-

cedures are indicated. The chapter, “Pediatric

Procedures,” by Kit G. Johnson, outlines valuable

procedures which are useful in the handling of

emergencies and lists required equipment neces-
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sary to perform them. There is also a description

of the available prepackaged trays of equipment

for various procedures. These are obtainable from

the companies designated as sources.

This book should be made available to emer-

gency rooms and would be a valuable addition to

the at-hand library of physicians who treat chil-

dren.

Herbert A. Giese, MD

Instructions for Patients
;
by H. W. Griffith. W.

B. Saunders, 1968, 670 p, $25.

This book is intended to provide the physician

with a basic set of instructions and background

information about diseases which can be used by

him to instruct a patient about his illness and

management of the disease. It also contains a

variety of other useful outlines including direc-

tions for a patient to prepare himself for special

x-ray studies. There are also screening question-

naires to anticipate complications in using drugs

such as anticoagulants. The book is designed to

permit copying of individual pages by permission

granted from the author and the publishing com-

pany.

The first portion is devoted to a series of one

or two page summaries about a particular illness

with a general format of therapy outlined. The
intention of providing the physician with supple-

mentary material to give patients in order to im-

prove their understanding of the illness is good,

but it would seem that use of these forms in prac-

tice might present considerable difficulty. For

instance, each sheet is essentialy a prescription,

but there is no place on the sheet to suggest that

the physician should sign his name. The instruc-

tions as they are printed do permit the physician

to edit the dosages and medications which of

course is necessary. There are a few instances in

which dosages are either too specific or presented

in a fashion that could be confusing to the pa-

tient. Some sets of instructions indicate that a

great number of individual medications might be

prescribed for the patient; but it is entirely pos-

sible that the physician would not want to give

the same number of different medications to dif-

ferent patients. Such a listing of medications may
cause the patient to believe that he is being treat-

ed inadequately unless the physician explains the

reason for his not using all the spaces provided.

In reviewing such descriptions as those about tae-

nia pedis and Rh incompatibility, it is apparent

that recent developments in therapy have not

been included in these instructions; and, further-

more, there is no specific place for introduction

of such new material in most of the presentations

that are given. Where specific drug names are

given, there would be a restriction on the period

of usefulness for these pages because therapy

and drugs will change.

My overall impression of this book is that the
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intention is good; but the implementation of this

intention does not work out satisfactorily in many
situations. The instructions for preparation of

patients for radiologic procedures, the screening

questionnaires about specific complications for

drug therapy and the background information

about the illnesses could be useful. But the in-

structions for therapy to be used in specific ill-

nesses seem to have significant limitations for

use in medical practice.

Robert D. Sparks, MD

Diagnosis and Management of Pain Syndromes
;

by B. E. Finneson. Ed 2, Saunders, 1969, 337 p,

$12.50.

Pain is a complaint which is encountered by
almost every patient; however, a review of this

subject is a rarity in the medical literature.

In this monograph, the most frequent pain syn-

dromes are discussed in a clear and practical

manner that the non-neurologist, as well as the

neurosurgeon, will find informative.

A brief review of the neuroanatomy of pain is

followed appropriately by emotional problems as-

sociated with it. Drug therapy, including dosages
and complications of these various agents, is dis-

cussed from a clinical standpoint by Dr. Groll-

man. The chapters concerning headache and
facial pain are outstanding, with vivid descrip-

tions and reasonable management of the common,
as well as the unusual, syndromes.

A succinct discussion of disorders of the lum-
bar and cervical spine includes descriptions of

conservative management and indications for sur-

gical therapy.

Nerve blocks are advocated as diagnostic or as

therapeutic procedures in many of the pain syn-

dromes considered. A detailed technic with ade-

quate diagrams is described for each block.

Finally, this 337 page monograph reviews man-
agement of visceral pain and unusual pain syn-

dromes.

Doctor Finneson’s book will be a rewarding in-

vestment for the practitioner, internist, and stu-

dents of neurology and neurosurgery.

William R. Bridges, MD

PUBLICATIONS RECEIVED
Hoeber Medical Division, N. Y. : Modern Treat-

ment: Psychiatry in Medical Practice, Ephraim
T. Lisansky, MD, and Bernard R. Shochet, MD,
Guest Editors.

C. V. Mosby Co., St. Louis: Urinary Tract In-

fection in Childhood and its Relevance to Dis-

ease in Adult Life, by Victoria Smallpeice, MA;
Benign Diseases of the Vulva and Vagina, by
Herman L. Gardner, MD and Raymond H. Kauf-
man, MD

;
Plastic and Maxillofacial Trauma Sym-

posium, edited by Nicholas G. Georgiade (Vol. I).

W. B. Saunders Co., Phila. : Textbook of Pedi-

atrics, edited by Waldo E. Nelson, MD (9th ed.).
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Ectopic Pregnancy: A Review of 201 Cases

at Southern Baptist Hospital

• The authors present a very interesting review of 201 ectopic preg-

nancies at a large private hospital covering a 13 year period. They

emphasize the atypicality of the disorder and indicate that there

should be a high level of suspicion in this connection.

HOMER G. ELLIS,MD**

Fort Smith, Arkansas

WOODARD D. BEACHAM, MD, FACOG, FACSf
New Orleans

'“PHIS study is a review of 201 cases

of eccyesis at Southern Baptist Hospi-

tal, New Orleans, from January 1, 1955

through December 31, 1967. During this

period, there were 56,446 deliveries in

this private hospital serving a white pop-

ulation, a ratio of 1:281. This ratio is

less than that reported by De Alvarez

(1:103); Riva (1:134); Schiffer (1:176);

or Webster, et al, (1:118).

At the 1967 Mexican Congress on Ob-

stetrics and Gynecology, Webster reported

797 cases which were managed on the

Tulane Unit of Charity Hospital at New
Orleans which serves an indigent, chiefly

From the Departments of Obstetrics and Gyne-
cology, Tulane University School of Medicine and
the Southern Baptist Hospital, New Orleans.

Presented at the First Annual Meeting of the

District VII Junior Fellows Division of the

American College of Obstetricians and Gyne-
cologists on June 1, 1968, Houston, Texas.

* 314 No. Greenwood Avenue, Fort Smith,

Arkansas 72901.

f 4240 Magnolia at Gen. Pershing, New Or-

leans, Louisiana 70115.
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nonwhite population of the same city in

which most of the patients in this study

reside.

The age distribution is shown in Fig

1. As would be expected, most of the

patients were in the brackets of the most

productive childbearing years. A small

percentage of the patients were less than

19 years of age, and a significant number

were over 40. Fig 2 shows the parity

of the patients. The highest percentage

of patients was nulliparous. It is inter-

esting that the largest number of women
had either no or few children.

The patients’ past histories were as an-

ticipated. Ten patients (4.9 percent)

gave a history of previous eccyesis. This

figure compares with 6.7 percent as re-

ported by Webster, et al, in a 20-year

review of cases on the Tulane Service at

Charity Hospital. Previous surgical pro-

cedures were quite varied with 15 patients

having had tubal surgery. One patient

had a tubal sterilization; another had a
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1. Age distribution of 201 cases of eccyesis.

partial salpingectomy, and 13 had sal-

pingectomies.

Diagnosis

Signs and Symptoms: Table 1 shows the

signs and symptoms of the patients. One
hundred eighty-five patients (92 percent)

presented with pain. The most common
presenting sign was abnormal bleeding.

In only nine instances (4.4 percent) was a

history of normal menses recorded. Weak-
ness, syncope, and shock accounted for

85 cases or 42.2 percent. Thus, these

three manifestations of anemia alert one

to the possibility of a hemorrhagic process

within the abdominal cavity.

As pointed out by many authors, no

typical picture of eccyesis exists other

than that of a patient with subjective

and/or objective evidence of pregnancy,

abrupt onset of abdominal pain, and with

some abnormal bleeding pattern. Fre-

quently, adnexal masses are mentioned;

TABLE 1

SIGNS AND SYMPTOMS IN 201 CASES

OF ECTOPIC PREGNANCY

No. of Patients Percent

Pain 185 92.0

Abnormal bleeding 148 73.6

Mass 70 34.8

Nausea a7id/or vomiting 46 22.9

Shock 32 15.9

Weakness 28 13.9

Syncope 25 12.4

Shoulder pain 19 9.4

Anemia 18 8.9

Bowel 16 7.9

Amenorrhea 10 4.9

Normal menses 9 4.4

Passed tissue or cast 8 3.9

Fever 4 1.9
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Fig 2. Parity of 201 cases of eccyesis.

however, in this study only 34.8 percent

had this finding. The most typical feature

of this disease is its atypicality. Certainly

a high level of suspicion is the most re-

warding diagnostic aid.

Laboratory Tests

:

Laboratory studies

have limited value in establishing the

diagnosis of eccyesis. Some findings are

suggestive, but not diagnostic. Anemia,

particularly if rapidly developing, as

evidenced by a dropping hematocrit and
hemoglobin, is quite suggestive. As in-

dicated in Table 1 only 8.9 percent of the

patients showed anemia. Three patients,

or 1.4 percent had a fall in hematocrit

and hemoglobin values.

Thirty-three patients had a pregnancy
test performed. Fifteen positive results

were obtained, indicating that a preg-

nancy, either intra-uterine or extra-ute-

rine existed. In a suspected case of eccye-

sis, one must not be mislead by a negative

test.

Some authors have emphasized the im-
portance of the Arias-Stella phenomenon,
but it was not noted in any of the endo-
metria that were available for study.

Obviously, if the possibility of an intra-

uterine pregnancy is suspected, one will

not utilize endometrial sampling as a

diagnostic tool.

Culdocentesis

:

In the January, 1951
issue of this Journal, Beacham and
Beacham emphasized the great value of

culdocentesis. Later the word appeared
in medical dictionaries. It is performed
in the office, the outpatient department,

or the hospital emergency room. Little

equipment is needed, and an anesthetic is

unnecessary. In this group of patients,

culdocentesis was utilized 48 times. Thirty-

five patients (72.9 percent) exhibited dark
nonclotting blood on aspiration of the

cul-de-sac of Douglas demonstrating

hemoperitoneum. Of the 13 patients who
had a negative culdocentesis, 5 patients
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had a delay of 24 hours between the ini-

tial culdocentesis and laparotomy. In three

of these five “false negative” taps, a re-

peat culdocentesis yielded dark nonclot-

ting blood. In two instances of negative

culdocentesis, the patient later received

laparotomy, and an unruptured ectopic

pregnancy was found. In one patient,

laparotomy revealed the cul-de-sac to be

adherent, so that it was impossible for

a needle to aspirate blood which was
within the peritoneal cavity. Two cul-de-

sac punctures were done, and the blood

obtained clotted. Clotting blood is indica-

tive of puncturing a blood vessel. This

obscures the results and should be classi-

fied as a faulty tap. Three patients had

a cul-de-sac tap which failed to reveal

blood. In those patients where a delay

existed between initial culdocentesis and

eventual laparotomy, the fact that repeat

examination by this method clarified the

diagnosis proves that the procedure

should be repeated in the suspected ectopic

pregnancy case in which it is initially

negative.

Some authors advocate “colpotomy” as

either a diagnostic tool or a means of

operative exposure for treatment. In only

one instance in this series was culdotomy

utilized. It was done and hemoperitoneum

was diagnosed; the procedure was then

terminated and the patient was given the

benefit of laparotomy.

Management
The goal of treatment of eccyesis is

control of hemorrhage, ablation or recon-

struction of the affected organ, and blood

replacement if needed. An important fea-

ture of the disease is hemoperitoneum.

While many symptoms of advanced hemo-

peritoneum such as syncope, shock,

shoulder pain or abdominal tenderness

may be quite obvious, significant amounts

of blood may accumulate in the abdom-

inal cavity and deceive some observers.

Table 2 indicates the amount of blood

in the peritoneal cavity as recorded by

the operators. Ninety or 44.8 percent of

the patients had at least 500 ml of blood

in the peritoneal cavity.

TABLE 2

BLOOD IN THE PERITONEAL CAVITY OF
201 CASES OF ECTOPIC PREGNANCY

No. of Patients Percent

None 20 9.9

Unspecified 18 9.0

0-500 ml 48 23.9

501-1000 ml 30 14.9

1001-1500 ml 24 11.9

1501-2000 ml 20 9.9

Full 16 8.0

Not recorded 25 12.4

Total 201 99.9

TABLE 3

BLOOD ADMINISTERED TO 201 CASES
OF ECTOPIC PREGNANCY

No. of Patients Percent

None 83 41.2

500 ml 44 21.8

1000 ml 53 26.3

1500 ml 11 5.4

2000 ml 3 1.4

2500 ml 3 1.4

3000 ml 3 1.4

4000 ml 1 .5

Total 201 99.4

Table 3 shows the amount of blood

which was administered to the patients

in this study. While blood replacement

is a very important part of the manage-
ment of some cases, it is quite apparent

that a large number do not require blood

transfusions. From the table it can be

seen that nearly half (41.2 percent) of

these patients did not receive transfu-

sions. Forty-four patients (21.8 percent)

received only 500 ml of blood. One might

question such a large number of patients

receiving a “one unit transfusion.” One
might also refer to Table 2 which indi-

cates a similar ratio, that is 23.9 percent

had 500 ml or less estimated blood in the

abdominal cavity. In this respect, the

“one unit transfusion” might be defended

on the basis of replacing blood in a pa-

tient who has great potential for shock.

Operative treatment of eccyesis in this

study is shown in Table 4. One hundred

seventy-three patients underwent a tubal

operation. In three instances, the only

operative procedure was an abdominal

exploration. In these three patients, lapa-
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TABLE 4

TREATMENT UTILIZED IN 201 CASES

OF ECTOPIC PREGNANCY

Tubal operations 173

Abdominal explorations 3

Cornual resection (definitive procedure) 1

Ovarian cystectomy 1

Trachelectomy 1

Hysterectomy 22

total abdominal 20

subtotal 1

vaginal with perineorrhaphy 1

Total 201

rotomy revealed a “complete” tubal abor-

tion, and it was deemed that no further

treatment was indicated. No one knows
how many cases of very early tubal abor-

tion have been cured by nature. Nine tubal

abortions were diagnosed in the entire

series. In six of these, resection of the

involved tube was done. One cornual

pregnancy was managed by resection. The
remaining three cornual pregnancies were
treated by hysterectomy. In one instance,

an ovarian pregnancy was diagnosed, ful-

filling all the criteria of Spiegelberg. In

this patient, the ovarian pregnancy gross-

ly appeared to be within an ovarian cyst.

This cyst was excised, and the remainder

of the ovary was left intact. One cervical

pregnancy was managed by trachelectomy.

Hysterectomy was the treatment of

eccyesis 22 times. Gynecologists in this

area have emphasized utilization of this

procedure in patients whose disease pro-

cess or its treatment have rendered them
sterile. Total abdominal hysterectomy was
carried out 20 times, and a subtotal abdom-
inal hysterectomy was done once. These

figures reflect the acceptance of total hys-

terectomy as a preferable procedure to

that in which the cervix is left in situ.

In one instance a vaginal hysterectomy

with perineorrhaphy was carried out. In

this instance an adnexal mass was found

and excised. Examination of the tissue

later revealed eccyesis. Most assuredly,

any time a vaginal hysterectomy is per-

formed, the adnexa uteri must be ex-

amined.

The tubal operations are indicated in
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TABLE 5

TUBAL OPERATIONS UTILIZED IN 201 CASES

OF ECTOPIC PREGNANCY

Unilateral salpingectomy 116

Bilateral salpingectomy 3

Unilateral salpingo-oophorectomy 37

Salpingectomy with

contralateral salpingostomy 3

Salpingectomy with contralateral

tubal sterilization 1

Salpingectomy with

contralateral oophorectomy 1

Salpingo-oophorectomy with

contralateral salpingostomy 1

Tuboplasty 5

Salpingostomy 6

Total 173

Table 5. Unilateral salpingectomy was

carried out 116 times. Bilateral salpingec-

tomy was done three times. In 37 patients,

salpingectomy was accompanied by oopho-

rectomy. There were various combina-

tions of salpingectomy with contralateral

oophorectomy, salpingostomy, or tubal

sterilization. Tuboplasty was performed in

five patients. Salpingostomy was done

six times. The small number of the two

operative procedures indicates that in

less than 10 percent of the encountered

cases were the patients felt to be suitable

candidates for procedures designed to pre-

serve or restore tubal function.

Table 6 indicates miscellaneous associ-

ated procedures with eccyesis. There were

40 cornual resections, and the utilization

of one of these as a definitive procedure

has been mentioned. In this study, 39 in-

TABLE 6

MISCELLANEOUS ASSOCIATED PROCEDURES

WITH ECTOPIC PREGNANCY

Cornual resection 40

Dilation and curettage 47

Appendectomy 53

Meckel’s diverticulectomy 1

Myomectomy 2

Anterior and/or posterior colporrhaphy 2

Uterine suspension 8

Presacral neurectomy 1

Breast biopsy 1

Umbilical herniorrhaphy 1

Total 156
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stances of cornual resection were done in

conjunction with salpingectomy. It is

thought that this procedure materially re-

duces the later incidence of cornual im-

plantation. In 47 cases, cervical dilation

pnd uterine curettage were done. It can

he surmised that in some instances incom-

plete abortion was suspected, and treat-

ment was begun on that basis. Pre-

sumably, examination under anesthesia

prompted the consideration of a diagnosis

of extra-uterine pregnancy.

Appendectomies were carried out 53

times (26.3 percent). Incidental appen-

dectomy at the time of pelvic surgery has

been debated at great length. It is appar-

ent in this series that a substantial num-
ber of operators do not fear incidental ap-

pendectomy at the time of pelvic surgery

in the presence of hemorrhage into the

peritoneal cavity. In no instance in this

study was a surgical complication encoun-

tered which was thought to be due to an

appendectomy.

There was no mortality in this series.

Forty patients were classified as having

febrile morbidity. All responded to anti-

biotic therapy. There was one patient who
experienced a wound dehiscence and was
successfully treated by a secondary closure.

Pathology

The location of the eccyesis is indicated

in Table 7. One hundred ninety-three

tubal pregnancies were noted. Four cor-

nual pregnancies were recorded. One cer-

vical and one abdominal pregnancy were

described. The abdominal pregnancy was
so labeled because it was adherent to an

ovary. Two ectopic pregnancies did meet

Spiegelberg’s criteria and were labeled as

ovarian.

TABLE 7

LOCATION OF ECTOPIC PREGNANCY
IN 201 CASES

Tubal 193

Cornual 4

Cervical 1

Abdominal 1

Ovarian 2
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TABLE 8

ENDOMETRIAL PATTERN IN 73 CASES
OF ECTOPIC PREGNANCY

Nonsecretory endometrium 4

Proliferative endometrium 8

Proliferative endometrium with

decidual reaction 1

Secretory endometrium 33

Secretory endometrium with

decidual reaction 15

Secretory endometrium with

pseudodecidual reaction 2

Endometrial hyperplasia 1

Decidual reaction 5

Decidual tissue without chorionic villi 1

Degenerating decidua 3

Total 73

In 73 specimens, endometria were avail-

able for study. A variety of histopatho-

logic patterns was seen. Some form of de-

cidua or decidual reaction was present in

28 ( 13.9 percent) . The Arias-Stella phe-

nomenon was not recorded. The histo-

pathologic patferns are indicated in Table

8. The most frequent pattern was a more
mature endometrium in terms of the men-
strual cycle. Decidual reaction was seen

in the tube in three instances, and in one

vermiform appendix. Two instances of de-

cidual reaction within the ovarian stroma

were noted. Associated pathology is shown
by Table 9. Uterine leiomyomata were
present in 12 cases. Five patients had en-

dometriosis. Two patients had this lesion

on the ovary and two patients had endome-

trial implants on the uterosacral liga-

ments. One patient had endometriosis of

the tube. Carcinoma in situ of the cervix,

intramural adenomyoma and simple cyst

of the breast were noted once. Two pa-

TABLE 9

ASSOCIATED PATHOLOGY IN 201 CASES

OF ECTOPIC PREGNANCY

Uterine leiomyoma 12

Endometriosis 5

Ovarian 2

Tubal 1

Uterosacral ligament 2

Intramural adenomyoma 1

Carcinoma in situ (cervix) 1

Benign cystic teratoma 2

Ovarian fibroma 2

Simple cyst (breast) 1
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tients had a benign cystic teratoma, and

two patients had an ovarian fibroma.

Previous pelvic infection has been indi-

cated by many authors as playing a causa-

tive role in ectopic pregnancy. In this

study, evidence of previous pelvic infec-

tion either as grossly clubbed tubes which

are seen at surgery or histopathologic evi-

dence which is seen by the pathologist was
recorded in 39 cases (19.4 percent). This

incidence is lower than that reported by

Webster, et al, who found 27 percent of

the patients in the Charity Hospital Tu-

lane Unit series with a definite history or

record of salpingitis; but a larger percent-

age of the series were nonwhite.

Summary
A review of 201 ectopic pregnancies at

a large private hospital in a 13-year period

is presented. Signs and symptoms are re-

viewed. Abdominal pain, abnormal vagi-

nal bleeding, and/or a pelvic mass were

the most common. The role of culdocentesis

in the diagnosis is discussed with special

reference to “negative taps”. Treatment
consisted of extirpation of the affected or-

gan in most cases. The site of the eccyesis

was tubal in 193 cases, cornual in four,

cervical in one, and abdominal in one. Two
ovarian pregnancies were recorded. There
was no consistent endometrial pattern in

73 cases where this tissue was available

for study. The atypicality of the disorder

is emphasized, and a plea is made for a

high level of suspicion for this serious

gynecologic disorder.
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Clinical Evaluation of a Plastic Ring Intra-uterine

Contraceptive Device (INCON)

• The authors report on a study covering evaluation of the Incon

device. One hundred parous patients were fitted.

'"pHE contemporary era of the intra-ute-

rine contraceptive device (IUD) can

he considered to have begun in the late

1920s. when Grafenberg of Germany re-

ported on his development and use of an

entirely intra-uterine pessary. 3 It was his

opinion that the elimination of the trans-

cervical appendage, a characteristic of the

early stem pessaries, diminished the possi-

bility of ascending uterine infection. In

spite of the fact that he reported a re-

markably satisfactory series of 600 pa-

tients in whom he had fitted the device,

his practice and method were condemned
by the great majority of influential gyne-

cologists of that day. As a result, the use

of intra-uterine contraceptive devices fell

into disrepute, and only one report dealing

with the use of IUDs was published in the

medical journals of the western world

between 1934 and 1959. 4

This western ban was lifted, and the

objective reevaluation of IUDs was sanc-

tioned in 1959 when the editors of the

American Journal of Obstetrics and Gyne-

cology invited the Israeli gynecologist, Op-

penheimer, to report on the use of the

Grafenberg ring in a large series of cases. 5

In the same year, Ishihama reported a

large experience from Japan.6 Since then

and through the present, there has been

worldwide interest in the design and use

of IUDs and research into all phases of

their action.

From the Department of Obstetrics and Gyne-

cology, Tulane University School of Medicine,

New Orleans.

Supported in part by USPHS Welfare Admin-
istration, The Children’s Bureau Grant No.

H-128, R2.
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Design and Development

Some of the favorable characteristics

which should be inherent in the ideal in-

tra-uterine contraceptive device are ease

of insertion and removal, easily detectable

in situ, absence of toxichy or side effects,

and a high degree of effectiveness in pro-

ducing temporary infertility.

This study was designed to evaluate

objectively a particular device designed

and designated an Incon by Davis and

Israel. 1 They have attempted to incorpor-

ate many favorable characteristics of the

ideal IUD. A closed ring molded of chem-
ically inert plastic (ultrathane) with fa-

vorable recoil characteristics was chosen

Impregnation with barium makes x-ray

detection possible, and the attachment of

a 000 nylon monofilament which tails

through the cervical os was incorporated

in an attempt to facilitate transvaginal

detection or removal. The 25 mm diameter

ring was selected after their study of the

uterus indicated that this corresponded

to the midrange of uterine cavity size.

Since the ring is compressible, it is possi-

ble to close the ring with a modified ute-

rine polyp forceps, so that it can be in-

serted through a parous cervical canal.

See photograph of the inserter and ring.

Material and Method

One hundred parous patients were

fitted with an Incon at the Tulane Special

Gynecology Clinic during the first 9

months of a 20 month study period. Fol-

low-up examinations were planned one

month following insertion and then at

three month intervals. Papanicolaou

smears were taken at the time of inser-
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Incon intra-uterine device and inserter.

tion and were repeated at the annual ex-

amination. Sixty insertions were carried

out in patients who were 2 to 6 weeks
postpartum, while the remaining inser-

tions were in patients who were 2 months
to 48 months postpartum. Insertions were
performed either prior to the first post-

partum menses or in the case of later in-

sertions, during the menses. The inser-

tions were performed by clinical gynecol-

ogists who had previous experience with
other types of IUDs, but who had no pre-

vious experience with this particular de-

vice and inserter.

Results

Physical complaints : Eighteen patients

had specific, often multiple complaints,

consisting of spotting (11), pain or

cramping (12), and menstrual difficulties

(8), which included hypermenorrhea and/
or polymenorrhea. Removal of the device

was dictated by these complaints in 12

cases.

Infection: Three patients developed

acute salpingitis with the device in situ.

It was thought that these represented

superimposed infections which were not

November, 1969—Vol. 121, No. 11

related to the presence of the ring. Treat-

ment which was initiated in a hospital

emergency room resulted in the unneces-

sary removal of two rings, and specific

antibiotic therapy cleared the infections

in all three cases.

Perforations : Two perforations oc-

curred at the time of insertion. These oc-

curred early in the series, and both pa-

tients were four weeks postpartum and
had acute anteroflexion of the uterus. The
perforations occurred through the poste-

rior wall of the uterus at the level of the

internal os. Neither patient experienced

acute symptoms. The suspected diagnosis

was confirmed by x-ray localization, and
removal by laparotomy was performed
within three days of the incidents. Re-

moval of the devices was indicated since

the ring configuration poses the potential

for bowel strangulation. 2 Laparotomy,

rather than colpotomy, was chosen as the

route for removal since medical indica-

tions were present for coincidental hyste-

rectomy. The devices were found to be ad-

hered to sigmoid mesentery by a moderate

inflammatory reaction. The perforation
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sites were easily recognized by the pres-

ence of organized blood clots on the ute-

rine surface, but there was no sign that

excessive bleeding had occurred.

Pregnancy : Pregnancy occurred in two
cases with the device in situ. Pregnancy
occurred six months following insertion

in one, and three months following inser-

tion in the second patient. Both patients

were multiparous (parity 8 and 5). No
attempt was made to remove the device

after pregnancy was diagnosed, but one

patient spontaneously ruptured the am-
niotic sac at three months gestation, be-

came septic one week later and soon there-

after aborted spontaneously with the

simultaneous expulsion of the ring. Re-

covery was uncomplicated after the insti-

tution of antibiotic therapy. The second

pregnancy was uncomplicated, delivered

at term, and the ring was found to be

adherent to the maternal surface of the

placenta.

Expulsions: There were 28 expulsions

occurring from 1 day to 12 months postin-

sertion. No correlation was noted between

expulsions and the time elapsed since de-

livery. Namely, 26.6 percent of the expul-

sions occurred in the group inserted 2 to

4 weeks postpartum, while a 30 percent

expulsion rate was noted in the later in-

sertions. Neither was there an obvious

relationshp when expulsions were related

to parity. Expulsions also tended to occur

at a higher rate during the weeks imme-
diately following insertion. No expulsions

were noted after a device had been re-

tained for 12 months. Only one expulsion

was unnoticed by the patient. These data

are summarized in Tables 1 and 2.

Removals : Transvaginal removal of the

device in the office was performed in 12

cases. Five of these were carried out at

the request of the patient, and seven re-

movals were dictated by the physician’s

decision. Some technical difficulty was en-

countered when removal of the device was
attempted. The Incon could not be with-

drawn through a normally patent cervical

canal by the nylon tail, because when this

was attempted, the tough nylon cut

TABLE I

RELATIONSHIP OF PARITY TO EXPULSIONS

Parity 1 2 3 4 5

Number
in group 8 19 16 12! 45

Expulsions 8 7 4 4 10

Percentage 37.5 36.8 25 33.3 22.2

TABLE 2

RELATIONSHIPS OF EXPULSIONS AND REMOVALS
TO TIME ELAPSED AFTER INSERTION

Months Expulsions Removals

0-3 16 5

4-6 7 3

7-9 4 0

10-12 1 2

12 0 2

Total 28 12

through the relatively soft plastic ring. By
holding the nylon tail under gentle ten-

sion, it could be used to facilitate dilata-

tion of the cervix and removal of the Incon.

Intra-uterine Movement of the Device:

A self aligning device has the advantage

of allowing an identifying tail to remain

in place in the cervical canal so that it

can be detected transvaginally. It was
noted on several occasions that a rolling

action of the ring tended to retract the

nylon string mro the uterine cavity so

that it could not be detected transvagi-

nally. This necessitated sounding of the

uterine cavity for localization of the ring.

On subsequent examinations, the nylon

tail would frequently reappear sponta-

neously.

Cytology: No progressive cytological

changes were noted when initial and fol-

low-up Papanicolaou smears were com-

pared.

Cases Closed:

Summary

—

Lost to follow-up 5

Device expelled 28

Device removed, patient’s request 5

Device removed, physician’s decision 7

Death (serum hepatitis, secondary to

transfusion, unrelated to device) 1

Hysterectomy (not related to device) 9

Uterine perforation, laparotomy 2

Device expelled with abortion 1

Pregnancy, delivered, device in situ 1

Total 59
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TABLE 3

CUMULATIVE RATES OF CLOSURES AND EVENTS

PER 100 USERS, TWO YEARS OF USE*

Lippes Loop D Spiral ( Large) Double Coil Inconf

Pregnancies 3.6 1.9 3.6 2

Expulsion 6.0 9.5 9.7 28
Removals (indications

Personal 5.3 6.9 4.5 5

Medical 19.5 19.8 25.2 7
Total closures 34.4 38.1 43.0 58

Continuation 65.6 61.9 57.0 42

* From Tietze, C. Ninth Progress Report Cooperative Statistical Program for the Evaluation of

Intra-Uterine Devices. The Population Council May, 1968.

f Data from 100 users x 20 months.

At the end of the 20 month study period,

42 patients, with whom adequate follow-

up contact had been maintained, still were
satisfactorily using the Incon. Five addi-

tional patients had been lost to follow-up

and are included in the closed cases.

Discussion

Several unfavorable characteristics of

the Incon were brought out in this study.

It is fairly difficult to insert and to re-

move. It cannot always be detected trans-

vaginally, and there was a high removal
and expulsion rate during the first nine

months of use, particularly in younger
women. There were, however, favorable

characteristics, which were also apparent.

There was a relatively low instance of

side effects, and in this aspect, the Incon
compared very favorably with data which
were reported from study of other types

of devices. 7 A summary of information re-

lating to other devices is tabulated in

Table 3.

An interesting trend is apparent when
the expulsion and removal rates are com-

pared to age. In the 15 to 19 year age

group, a 75 percent expulsion and removal

incidence was recorded (Table 4). This

compares to a 20 percent expulsion and

removal incidence in the 30 to 39 year

age group. Since parity and time of inser-

tion postpartum did not seem to affect

expulsions, there may be significance in

the hypothesis that the age of the patient

is a factor. One can surmise that the older

patient with her planned (or unplanned)

family already completed, is more apt to

accept side effects attributable to the

device before requesting removal. The con-

siderably higher expulsion rate which is

seen in the younger age groups, would also

imply increased uterine irritability.

Six months have elapsed since the close

of the 20 month study period. Follow-up

of the patients who still retain the Incon

has continued, and no further pregnancies

or expulsions have occurred.

The perfect contraceptive has not yet

been devised, but the search continues.

Evaluations of newer design and material

developments will continue in the attempt

TABLE 4

PRIMARY INSERTIONS USING INCON IN 100 PAROUS PATIENTS

Age

Group

Average

Parity Number Expulsions Removals

Total %
(E&R)

15-19 1.65 8 5 1 75

20-24 3.2 40 12 8 50

25-29 4.4 27 7 2 33

30-34 5.2 15 3 0 20

35-39 7.3 10 1 1 20

Total 100 28 12

Prior Deliveries by Group— 411.
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to find a device which approaches the

optimum in both effectiveness and accept-

ability.

References

1. Davis, H. J.; and Israel, R. : Uterine Cavity Mea-
surements in Relation to Incon Design, in Proceedings of

the Second International Conference on Intrauterine Con-

traception, Oct. 2-3 1964. Excerpta Medica Foundation,

International Congress Series, 86:135-141.

2. DeVilliers, E. H. G.; and Rosenstein, P. F. : In-

testinal Obstruction Following Perforation of the Uterus
with an Intrauterine Contraceptive Device, Amer J Obstet

Gynec 96:592-593, 1966.

3. Grafenberg, E. : Die Intra-Uterine Methods Der
Konzeptionverhutung, Third Congress of the World League
for Sexual Reform, 11 6-125, 1929.

4. Halton, M.; Dickinson, R. L. ; and Tietze, C. : Con-
traception with an Intra-uterine Silk Coil, Hum Fertil

13 :10-13, 1948.

5. Oppenheimer, W.: Prevention of Pregnancy by the

Grafenberg Ring Method, Amer J Obstet Gynec 78:446-

454, 1959.

6. Ishihama, A.: Clinical Studies on Intra-uterine

Rings, Especially the Present State of Contraception in

Japan and the Experiences of the Use of Intra-uterine

Rings, Yokohama Med Bull 10:89-105, 1959.

7. Tietze, C.: Ninth Progress Report Cooperative Sta-

tistical Program for the Evaluation of Intra-uterine De-
vices, The Population Council (May) 1968.

344 J. Louisiana State M. Soc.



Senility

• The authors present a comprehensive report on senility. They

stress that common sense is the most important factor in the man-

agement of the older patient whose time is running out.

GENEVIEVE A. ARNESON, AID

WALTER L. PRICKETT, AID

New Orleans

A LEX COAIFORT has written recent-

ly, “Why do some doctors dislike

the old ? Not the hale, independent aged
who look good for another 20 years.

Such old people give most of us a feeling

of well-being that supports the image we
like to entertain of our own eventual

aging. The ones that we fear are those

who deface the image. The ailing, the

crazy, and those who are about to die.” 1

He feels that we physicians are doubly

threatened by the aged. First, because a

sick old person is not going to “get well”

in the usual sense of the word. Second-

ly, the sick old person reminds us most
forcefully of our own mortality— that

we shall grow older, age and die. Re-

versing this process or, staving it off, is

not in the medical cards in the foresee-

able future.

In spite of our discomfort in dealing

with the aged, the pure force of their

increasing numbers jolts into our aware-

ness. The National Disease and Thera-

peutic Index reported for October, 1966

that 22 percent of all private patients

were 65 years of age or older. The pre-

vious high was 20 percent in the fall

of 1964. This upward trend may be due

in part to Aledicare. At any rate, a con-

tinuing rise can be expected. Someone
predicted recently that by 1975, 50 per-

cent of the population will be under 25
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years of age and 25 percent of the popu-

lation will be over 65 years. In addition

to making for some interesting social-

cultural times, the implications for phy-

sicians are clear. The aged ill are going

to be filling our waiting rooms.

Normal Psychological Aspects

of Aging

It is said that as a person ages he be-

comes, “more like himself”. Habits, per-

sonality traits and defensive mental

mechanisms become encrusted and
usually unchangeable. We term this rigid-

ity or inflexibility of attitude. The old

person’s associational pathways become
fixed. He cannot alter his ideas or deal

with new ones. His ability to abstract,

that is, to make or form new relation-

ships from data disappears, and we call

him concrete. Two psychoneurotic reac-

tions are common in the aged.- One is

hypochondriasis. It is felt that the lack

of interest in the elderly by other people

forces the old person to withdraw his

attention from other persons and the en-

vironment and center it upon himself

and his body. He becomes more and

more preoccupied with bodily functions,

ie, his bowels, his bladder, his stomach,

aches and pains of various sorts, and

substitutes these for outside interests.

Not only does he concentrate all of his

psychic energy upon himself, but this

serves frequently as a hostile mechanism,

whereby he can evoke guilt in the peo-

ple who are ignoring him or not paying

him enough attention. About one third

of the aged do this, and most of these

persons have a premorbid personality

which is dominated by pessimism and
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lack of pleasurable gratification. The
second psychoneurotic reaction which is

seen commonly in the aged is depres-

sion. This is a reactive type depression

which is based on the loss of narcissistic

supplies, as the person grows older and
there is less and less in the environment

and reactions of others to promote his

self-esteem, eg, compliments and
achievements.

Transitional Period

The transitional period from middle

age to old age roughly occupies the per-

iod of life from 45 to 65. Seemingly the

woman is more vulnerable both psycho-

logically and physiologically. The latter

is true probably because the hormonal

changes that are associated with the

cessation of menses are more abrupt than

they are in the man. The woman tends

to predominate over the man about 5 to

1 in the incidence of involutional-type

psychiatric disease. Culturally, the wom-
an has been told from the cradle of the

need for beauty. Her physical beauty is

obviously fading. It is about this time

of life that the children are leaving

home, either for marriage or college.

Her husband is usually at the peak of

his career so that she feels herself more
or less useless. The house is empty, her

beauty is fading, and she is on the shelf.

Hopefully, we will revise our thinking

and train women for some other activ-

ity than housewife and mother so that

when these duties are finished she will

be able to engage in some more gratify-

ing activity outside of the home.

A somewhat similar situation involves

the man when he retires. Throughout his

life, he has controlled either machines

or people. The household was dependent

upon him because he was the wage earn-

er. He now controls no one, his income

is reduced, and he is the King of Noth-

ing. Frequently the wife will bear the

brunt of his dyspepsia and dissatisfac-

tion with life.

Devotees of Youth Cult

These reactions to age are functions

of our culture. In the United States we
are devotees of the youth cult. The
young adult with limitless horizons, plus

unlimited possibilities and the emphasis
on vigor, energy, achievement are re-

flected at every hand. For example, in

our advertising media, you will never see

a wrinkled old man out in Marlboro
Country. In other countries, and in cer-

tain rural areas of the United States

today, old age is desirable. It is a period

that is anticipated with delight. The
person is expected to grow old grace-

fully, to be respected, honored, looked

up to, and listened to. The old sit in

council, provide benefit of experience

and wisdom and have great prestige and
privilege. In our country, about the only

pleasure that age brings is perhaps that

the older person can now say, “I can

refuse the invitations I don’t want. I can

say what I please, and I don’t have to

worry if it will offend somebody. I can

always plead my age.”

Retirement Age

Once retirement age—the magic
number 65—is reached, the woman
seems to do better beyond this period.

This is probably because she continues

to run the house, get the groceries, cook

the food, keep the house up, in contrast

to the retired man who sits in his rocker

on the porch with his gold watch, rust-

ing away at a rapid rate.

Public notice is made of the aged

period. People become “senior citizens”,

“golden agers”, “the old folks”, “senile”.

They are now on retirement or social

security benefits. They are on Medicare

and obtain a Medicare card.

Suicide Rate High

Another psychic trauma that is prone

to occur in this group is the loss of the

spouse after many years of living to-

gether. The suicide rate following this

loss is exceedingly high and tends to

occur within the first six months follow-

ing the death of the spouse. Statistically,

the highest risk suicide patient is the
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elderly white man with a concomitant
physical illness.

Mental Mechanisms
Among the mental mechanisms which

are seen most commonly in the elderly

is denial. Older patients tend to dress

young and attempt activities that are

too strenuous and are inappropriate to

their physical prowess. Another mecha-
nism is rationalization : You see the aged
person giving reasons why he or she

never tried to fulfill certain desires or

failed in some earlier ambitions. Regres-

sion is the third most common mecha-
nism. The person becomes childish, re-

turning to an earlier level of develop-

ment. The aged frequently become petu-

lant, querulous, and demanding. Of
course, there are exceptions to all of

these rules, and frequently anatomic ag-

ing may not agree with chronologic age.

A recent cartoon in which the doctor

was saying to the patient, “You are in

excellent physical condition for a man
of 70. Too bad you are only 50”, can

also work in the opposite direction.

On the Decline

In general, people in the over 65

group are on the decline physically and,

to some extent, mentally. For example,

about 30 percent of first admissions to

mental hospitals are patients over the

age of 65. Exercise tolerance is less.

Temperature tolerance is less. The aged
person wants a sweater and keeps the

temperature high in his home. Plus, all

the physically degenerative diseases of

age, ie, arthritis, decreased vision, deaf-

ness, loss of teeth, etc., the old person’s

frustration tolerance is less. Little things

annoy him easily. If the paper boy
throws the paper in the mud puddle, it

can become a “federal case”. Sexual

activity decreases but is still present.

The person is unable to handle as many
stimuli simultaneously

;
he is unable to

learn as quickly, but is still able to

learn; he is upset by new situations,

strange surroundings and too many stim-

uli. The individual is aware that he is
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not quite what he once was, and this is

disturbing. With this realization there is

a gradual withdrawal. The individual

tends to curtail social activities, friend-

ships and geographic mobility. This

probably occurs on the basis of bodily

economy, plus an organic brain syn-

drome, secondary to the effect of or-

ganic disease and decreased use of the

brain. The brain is like everything else.

“If you don’t use it you lose it.”

The Mentally Abnormal
Some details follow in regard to the

mentally abnormal old person. In psy-

chiatry, we call this chronic brain syn-

drome secondary to whatever organic

etiology is involved, viz, biological atro-

phy; arteriosclerosis; alcohol; (in one

study of 500 chronic brain syndromes
over 65 years of age, 17 percent had
serious drinking problems, 23 percent

long standing, 12 percent since age 65)

lues, etc. Other areas of medicine refer

to these people as “senile”. The laity

says they are in their second childhood.

Shakespeare said “Is second childishness

and mere oblivion; sans teeth; sans eyes,

sans taste, sans everything.” 3 It is esti-

mated that 15 percent of the elderly are

psychiatrically impaired.

Classed as Primary or Secondary

Senile, chronic brain disease is classed

as either primary or secondary. The pri-

mary type is thought to be due to intra-

cellular deterioration of enzyme systems

with the death of the neuron or at least

loss of proper function. Many theorize

that this breakdown is genetically pro-

grammed into the components of the

cell, although apparently the nucleus is not

always necessary for this to occur. The
red blood cell, for example, has a life

span of 120 days, and apparently this

is built into the cytoplasm of the cell.

The English have called this biologic

atrophy and believe that it is inevitable,

and based on heredity. Another expla-

nation of the primary type of chronic

brain disease is a mutation error that is

incompatible with cell survival. A third,
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is the collagen theory: The buildup and
restructuring of collagen molecules are

altered, producing an inelastic ground
substance that interferes with cell growth
and nutrition.

Lipid Peroxidation

The fourth, and most recent theory is

lipid peroxidation : This involves the

direct reaction of oxygen and lipid to

form free radical intermediates. 4 The
free radical thus formed flys about with-

in the cell under terrific force and with-

out any pattern to its movement until

it strikes another molecule causing all

sorts of damage. It is thought that the

free radicals are produced by the bom-
bardment of the body cells by the vari-

ous types of radiation the human being

is exposed to from the moment of con-

ception. Further, it is thought that vita-

mins D and C protect cellular compo-
nents against formation of lipid radi-

cals. Still another popular theory at

present is the autoimmune theory : Cer-

tain cells break down and produce anti-

bodies that are then damaging to the

surviving cells.

The secondaiy type of chronic brain

disease is that which is the result of

chronic disease of any sort, that can af-

fect the proper care and feeding of the

brain cells. Most commonly, we think

of cerebral arteriosclerosis or congestive

heart failure where the blood supply to

the cells is impaired.

Frequently it is difficult to make a dis-

tinction between the primary and secon-

dary brain syndromes and in many cases

both are present. Table 1 shows some of

the differentiating points between pri-

mary and secondary chronic brain syn-

dromes.

Loss of Recent Memory
Most all of the mental symptomatology

of the chronic brain syndrome can be

understood if we consider what is perhaps

the primary functional deficit, that is, loss

of recent memory. The brain is simply

unable to store recent information per-

ceived by the sensory apparatus. Conse-

quently the patient is disoriented, con-

fused, circumstantial, rambling in his con-

versation, confabulatory. He tends to mis-

take the unfamiliar for the familiar based

TABLE i

Senile

Dementia

S.D.

Cerebral

Arteriosclerosis

C.A.S.

1. Etiology Primary and
intracellular

Secondary and
extracellular

2. Age of onset 70 years 70 years

3. Sex incidence More females Even

4. Course Steady progression Relapses and

remissions

5. Focal neurological signs — +

6. Recent memory + 4- But fluctuates

7. Headache, dizziness, emotional lability, signs of

cerebral irritation — +

8. Gonfusional states — +

9. Affect (Emotion) Flat Anxious

10. Hypertension; cardiac or renal insufficiency; signs

of generalized arteriosclerosis — +
11. Awareness of loss of function — +
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on previous happenings. The perceived

person or situation has some relationship

to a familiar identification in the real past.

For example, the old patient at Charity
Hospital in New Orleans will say that he
is in Confederate Memorial Hospital in

Shreveport. Historically, one finds that he
has been in that hospital at one time.

Based on remote memory, he knows that

this is a hospital. He observes the nurses

and the doctors, other patients, etc. These
data are available to him in his remote
memory. However, he is unable to store

the recent data in regard to the present

identity of the place. He may identify the

nurse on the ward as, “Cousin Charlie’s

girl,” and you will find that Cousin Char-
lie’s girl is a nurse. She physically resem-
bles the nurse involved and so forth. Sec-

ondary to the patient’s realization that he
is not identifying objects and situations in

the environment correctly, he may become
anxious, agitated, fearful, depressed, or

indifferent, depending on his basic person-

ality structure.

Emotional or Affectual Alteration

The second basic in the chronic brain

syndrome is the emotional or affectual al-

teration. The patient does not seem to feel

as deeply as he once did, and perhaps this

is a protective device of nature. Addition-

ally, emotions are labile, rapidly shifting,

and easily distracted. They are not com-
municated to the observer with any degree

of intensity. Emotions are not controlled.

Whatever the patient feels, even fleeting-

ly, is demonstrated. This is very annoying
to the elderly male when he bursts into

tears and is upsetting to the physician who
must decide the degree of the emotion.

Early in arteriosclerotic brain disease,

when the patient is aware of his failings,

the above do not apply. These are germane
after the process has been going on for

some time.

Management of Aged
Table 2 shows an outline of the areas in

the treatment and management of these

patients that we have found useful. These
are drugs that are useful in managing

TABLE 2

I Drugs

A. Night time sedation

B. Daytime sedation

C. Treatment of depression

D. Ribonucleic acid

II Milieu treatment

III Psychotherapy

IV Nutrition

V Nursing home vs mental hospital

VI Miscellaneous

A. Foster home

B. Daycare programs

C. Hotels

VII The dying aged

these patients. First is night time seda-

tion. Many old people do not do well with

the short-acting barbiturates. Many of

these tend to make the elderly more agi-

tated and excited than they were without

the drug. This is probably because these

drugs tend to make the environment fuzzy.

The patient may awaken in the night, and
if he has taken one of these drugs, he be-

comes extremely confused and disturbed.

We find that chloral hydrate, grains 7*4

to 15, is useful. Paraldehyde, 15-30 cc p.o.

has been used. Also, a mixture of half and
half elixir of chloral hydrate and Bena-

dryl® has been effective. Alcohol, in the

form of whiskey or wine, is also useful

with some of these patients, and it is an

efficacious vasodilator which is an addi-

tional advantage. For daytime tranquili-

zation with the agitated old person, we
find Vesprin® the only phenothiazine that

should be used because of its low potential

for hypotensive and/or depressive epi-

sodes. The other minor tranquilizers are

used but we do not find them much more
effective than phenobarbital or butabarbi-

tal.

Antidepressants for a genuine vegeta-

tive depression are still less useful than

electroshock therapy. Imipramine (Tofra-

nil®) and its analogues or, amitriptyline

(Elavil®) and its analogues have been re-
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ported effective; but again these are not

as effective as EST.

The use of ribonucleic acid is relatively

new, and the results are still equivocal.

However, since RNA has been implicated

in the learning and memory processes in

the central nervous system, a number of

investigators have tried feeding RNA to

the chronic brain syndrome in hopes of

increasing recent memory storage. Prob-

ably a more fruitful area will be in giving-

substances that stimulate the production

of RNA, and these studies are underway .

3

Familiar Environment

Secondly, the old person is much more
comfortable in a structured, familiar en-

vironment. He needs routine for meals,

bedtime, arising in the morning; he needs

decision making by others as to what movie

to attend, what TV program to watch,

and, the avoidance of unexpected change

in situation, such as rearranging the fur-

niture. Older persons are best treated at

home rather than in a hospital. Other per-

sons in the environment should be as pre-

dictable and consistent as possible. For

example, if the physician says he is going

to arrive at a certain time, he should make
every effort to be there precisely at that

time.

Psychotherapy

Three is psychotherapy. This is primar-

ily a supportive relationship-type treat-

ment. Frequently, the physician is the

only sympathetic ear the old person has.

The physician should be permissive, non-

punitive, yet an authority who will help

the old person upon request. Jollying the

old person or using a patronizing attitude

toward him is most destructive and dis-

turbing. Yet this is a very common mode
of handling or relating to the old person.

He enjoys a good argument. It shows that

his opinion still is respected. Group ther-

apy has been used to some extent with the

old people, and this again depends on how
much brain function they have available.

So often, these individuals are isolated

from everyone. Their families are anxious

and concerned and guilty about them, and
refuse to acknowledge or, tend to deny the

whole business. So often, the old person

would like very much to talk about things,

his impending death, wills, insurance poli-

cies, and so on, with other people.

Nutritional Needs

The fourth covers nutritional needs. The
old are notoriously poor eaters. In addi-

tion, they often forget to eat. If they live

alone, they often feel that it is too much
trouble to cook for one person. They have

dentures that are uncomfortable, etc. Many
of them subsist on breakfast foods and

milk, so it is often useful to prescribe vita-

min supplements. The appetite is not

usually very good, and many times a glass

of wine or cocktail prescribed by the doc-

tor before meals is stimulating to the pa-

tient’s appetite and conviviality. The old

person usually has a diminution in his

gustatory senses. Food is often tasteless

to him, and spices, condiments or other

items that can enhance the taste of food

are helpful. Unfortunately, many are on

low salt or no salt diets which are to them
tasteless.

The Nursing Home vs the

Mental Hospital

Sooner or later the old person deterio-

rates physically and mentally, to the point

that the family is unable or unwilling to

look after the patient. A decision must be

made as to whether he would be better off

in a nursing home or in a mental hospital.

The physician is often the one who makes
the decision, which is fraught with guilt

for the relatives. Often times, the old per-

son will increase the guilt feelings in his

relatives by making such statements as,

“being put away in a home”. The doctor

can allay guilt in the relatives, if indi-

cated. Sometimes, one does get irritated

with children and others who will take

little or no responsibility for their aged

parents when the parent could be managed
within the home without difficulty.

In general, nursing homes prefer the

ideal old person that Comfort describes as
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a “well behaved, asexual, uncomplaining
subject, patiently awaiting the next world,

to be kept as a pet if cheeringly vigorous,

if not, to be jollied and avoided”. In re-

cent years, there has been some increased

tolerance toward the aged psychiatric pa-

tient in the nursing home. Perhaps this is

secondary to the Medicare program; but

in general the nursing home does not care

for a difficult oldster. In the case of a

patient demonstrating disruptive behavior

such as suicide, homicide attempts, refusal

to eat, or attempts to run away, he usually

has to be committed to a state mental hos-

pital.

Which is better the nursing home or the

mental hospital for the aged person? Si-

mon'1 reports that the patient and family

usually prefer a nursing home, because of

the stigma of the mental hospital. The in-

ternist prefers the nursing home; the psy-

chiatrist prefers a mental hospital. The
mental hospital superintendent prefers the

nursing home since he wants to decrease

his census. This trend is changing, some-

what, with Medicare because the mental

hospital is now able to get remunerated

for the over-65 patient.

The nursing home tends to be “medical-

ly oriented”. This means that the patients

stay in bed, wear pajamas, get more lab

tests and are treated as sick people. Under
these conditions the person is often made
more dependent, and regression is inevi-

table. For example, incontinence often in-

creases. On the other hand, the mental

hospital tends to be more “psychiatrically

oriented”. Patients are dressed, are out of

bed, have fewer lab tests and they prob-

ably do have poorer medical care. Again,

Simon reports a study involving 100 pa-

tients. These were divided into two com-

puterized groups (they were made as

nearly comparable as possible) of 50 each.

At the beginning of the study, seven pa-

tients from each group were considered

oriented as to time, place, and person. One
of the groups was treated in a “medically

oriented” setting, the other in a “psychi-

atrically oriented” setting. The two groups

were reexamined at the end of one year.
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In the group managed with the medical

orientation, only 1 patient was oriented

out of the entire group of 50. In the group

with the psychiatric orientation approach,

43 of the patients were oriented at the end

of this time.

Inspection Needed

Systems of inspection certainly are

needed for all the facilities that we have

for our aged patients. Levy6 reports nurs-

ing homes overlooking cemeteries, nursing

homes where undertakers send leftover

flowers from funerals to the homes, etc.

In general, the staffs of nursing homes are

poorly paid, poorly educated and unskilled

people. Staff morale is often poor; the

atmosphere is depressing, secondary to

aging patients with chronic illnesses and
a high mortality rate. The patients are

often hostile, irritating and, ungrateful.

An expectation gap exists in both direc-

tions. The physician must help the staff to

set realistic expectations and goals for

each patient.

Miscellaneous

Under miscellaneous are listed several

other areas in the management of the aged.

None of these ideas have really caught on

or have been tried in Louisiana. Foster

homes for the aged: Day care, a 9 to 5 pro-

gram. Simon3 reported one study in which

two groups were compared, one with the

Day Care Program and the other without.

It was found that the Day Care Program
did not decrease the death rate. It did not

decrease the amount of deterioration. The
only achievement was that the social nice-

ties of the patients in the treated group

were better. Their personal hygiene was

better, and in their social interactions they

were less cantankerous, and so forth.

We were not really aware of this until

recently after attending a conference on

aging; but many of our old people live in

rundown, sleazy, second-rate hotels. It was

suggested at this meeting that perhaps a

survey of these substandard places could

be made in each urban area. Perhaps a

team of social workers could keep tab of
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these old people and formulate some sort

of interaction between them; they often

live in a room alone with a gas or electric

plate and cook spasmodically. Perhaps
they could have meals together, play cards,

or have some sort of interaction. This

would unquestionably be valuable to them,

since one of the sources of stress for the

aged person, found in all studies was, “no

one to talk to”.

The Dying Old Person

The aged person is often quite calm

about death; and the relatives, friends and

the doctor are disturbed. The aged person

is fearful of pain and suffering, of being

rendered helpless, but not of dying itself.

Death is often treated by other people in

the patient’s environment as more or less

a threat to them. It reminds them of their

own mortality. They tend to feel some-

what hostile toward the dying old person,

and this reaction evokes anger, guilt,

shame, etc. Or, the significant others in

the patient’s environment may simply

deny the whole business and pretend that

everything is fine and that everything is

going well. (You see this not only with

the aged dying, but younger persons who
are terminal.) Often the aged person may
look upon death as a relief from illness or

incapacitation or, as a new experience. Of
course, to be comfortable with death, the

physician has to work with his or her own
feelings and philosophy in this regard.

Most physicians try to do this; but too

many of us leave the psychologic support-

ive treatment of the dying patient to

others. If we are perfectly honest, many
times we do tend to avoid the dying. Our
visits to them become less frequent. It is

our opinion that this is one area of medi-
cal education that has been neglected.

Medical students should be included in dis-

cussions of this sort early in their careers,

so that hopefully they can become more
supportive and helpful to the dying patient

than we have been in the past.

Summary
In summary, the physician must look at

the total patient and the total situation

and must use common sense in managing
any patient but especially the older one

whose time is running out. So often, we
tend to ignore the latter and stick strictly

to the letter of the medical management of

the patient. We take away all of life’s

pleasures in the interest of prolonging

life: No smoking, salt-free diet, no sex, no

fatty foods, reduced physical activity, no

excitement, no drink, etc.; so we end up
with a panic-stricken patient lying in bed

waiting for the axe to fall. So we make
this plea: Use your good common sense.
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Demonstration of Bladder Tumors by Endo and
Perivesical Gas Insufflation and Arteriography

'“THIS 68-year-old Negro man presented

at the Department of Radiotherapy
with the diagnosis of a bladder tumor of

undetermined stage.

The patient reported a history of hema-
turia of some two months. Cystoscopic

examination at another hospital had re-

vealed a bladder tumor which had been

resected and fulgurated. Muscle invasion

was suspected on basis of the submitted

specimen, and the patient was, therefore,

referred for x-ray therapy.

Cystoscopic examination at the time of

admission to this hospital revealed a large

fulgurated area in the dome and along the

left lateral bladder wr
all. Residual tumor

was suspected; however, a rebiopsy at

this time was deferred because of the ex-

tensive previous fulguration.

Physical examination revealed a poorly

nourished man who appeared older than

his stated chronological age. Laboratory

findings were unremarkable with the ex-

ception of evidence of a chronic blood-loss

anemia.

An intravenous pyelogram revealed ob-

struction of the left ureter in the intra-

mural segment. The upper tracts were
otherwise unremarkable. An endo- and

perivesical gas insufflation was performed
in conjunction with a flush arteriogram.

The late phase films demonstrated a huge
and extensive tumor involving the entire

left lateral bladder wrall, extending into

the prostate and extending into the peri-
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rial Medical Center, Shreveport, Louisiana.
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vesical fat on the left side. There were also

abnormal tumor vessels along the dome
and the right lateral bladder wall, again

extending into the perivesical fat.

On the basis of the massive extension

of the tumor and obvious invasion of the

left ureter, the patient was selected for

palliative cobalt therapy. A total dosage

of 6,000 rep w^as delivered via three ports

over a period of six weeks intersecting in

the bladder.

The treatment attempt wras considered

palliative only. He was discharged after

completion of the cobalt therapy and is

now being followed in the outpatient clinic.

Comments

Bladder arteriography in conjunction

with endo- and perivesical gas insufflation

is a useful diagnostic modality for assess-

ing the extension of tumor into the mus-
cularis and, particularly, into the perives-

ical fat and adjacent tissues. Bimanual
examination under anesthesia is capable

of ascertaining extension of tumor along

the posterior and lateral circumferences

of the bladder. Extension along the an-

terior bladder wall and particularly into

the prostrate, however, is difficult to

assess by physical examination. Even
serial deep muscle biopsies through the

resectoscope wull often fail to reveal the

exact stage of the tumor and the depth of

penetration and invasion into the muscu-

laris and perivesical fat. Since assessment

of the depth of penetration is of para-

mount importance for prognostication and

choice of optimal treatment modality,

further investigation appears indicated.

The propensity of most bladder tumors to

show a dense arteriographic tumor stain

allows a detailed assessment of the tumor
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DEMONSTRATION OF BLADDER TUMORS—LANG, ET AL

A four-second phase arteriogram demonstrates a dense tumor stain and abnormal tumor vessels

involving the floor of the bladder and the entire left lateral bladder wall, extending to the dome of the

bladder (arrows). Abnormal vessels are also seen in the right lateral bladder wall extending through

the muscularis into the perivesical fat (arrows). A perivesical gas insufflation (curved arrow) deline-

ates the perivesical fat plane and clearly demonstrates transgression of tumor into the perivesical fat

along the left lateral circumference of the bladder.

itself and its depth of infiltration and ex- cleavage plane in the perivesical fat and
tension. Combination with perivesical gas facilitates identification of extension of

insufflation identifies the presence of a tumor into the perivesical fat.

o=ncr=o
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Editorial

The Search for Safe Air

Homo sapiens in the aggregate has been

most successful in making trouble for

himself. In the many fields in which such

prowess is manifest, one of the most im-

portant is that of environment; and in this

latter field, there is danger in the matter

of pollution in food, water and air. All

three are sources of danger and require

governmental action.

The air pollution is the one in which the

individual can do least for himself by him-

self; and he can only be instrumental in

his own protection as a part of commu-
nity action. The importance of protection

against air pollution has been adequately

documented and is presently a matter of

national and state concern.

Air contamination may be stated as ex-
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Wherefore let him that thinketh he standeth

take heed lest he fall.

I Corinthians 10:12

isting when there is a presence of foreign

material in the atmosphere from natural

sources such as dust, pollen, spores, salt

water crystals and various ashes.

Air pollution is usually spoken of as be-

ing man-made which results whenever any

fuel or material subjected to physical or

chemical force is released as airborne

waste into the atmosphere. Such pollu-

tants are the result of almost anything we
do. Any source of combustion, volatiliza-

tion, fuming or dust making will contrib-

ute such pollutants.

Sources of such emissions may be large

power plants, automobiles, incinerators

or furnaces. It is surprising to learn that

the collective pollution output from these

sources may run from several hundred
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tons to as high as twenty five thousand

tons per day in our cities.

The substances that constitute air pol-

lution are particulates which are finely di-

vided solid and liquid particles ranging

in size from more than 100 microns to less

than 0.01 microns. Particulates below 10

microns can penetrate tissue. Particulates

are usually of a carbonaceous (organic)

metallic oxide, acid or acid salt form.

Other pollutants are gases. These in-

clude carbon compounds — hydrocarbons,

oxides, acids; sulfur compounds—dioxide,

trioxide, sulfides; oxygen compounds such

as oxidants, oxides; and nitrogen com-

pounds together with certain halogen com-

pounds.

Smog is a situation resulting from the

combined effect of gases and particulate

pollutants where the effect of sunlight has

produced additional compounds. Smog is

commonly thought of as a combination of

smoke and fog; however, fog is not a pre-

requisite to any type of smog.

Such air pollution problems tend to oc-

cur when man-made wastes are discharged

into the air so rapidly or when they ac-

cumulate in such concentration that the

normal self-cleansing or dispersive prop-

erties of the atmosphere cannot cope with

them. 1

The ill effects of air pollution may be

acute with obvious physical discomfort

and clinical danger such as occur in vari-

ous smog areas. It was documented with

disastrous effects 6 times in the last 40

years as occurring in the Meuse Valley,

(France and Belgium), Donora, Pennsyl-

vania, Poza Rica, Mexico and three times

in London.

The chronic effects of air pollution have

received extensive clinical investigation;

and while there is a gap, between the

mathematical expression of the degree of

pollution with this or that abnormal sub-

stance in the air and the demonstrated le-

sion in human tissue, the clinical evidence

is overwhelming that long continued air

contamination is a source of disease in

many fields and organs. For instance, it

has been demonstrated that cancer of the
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stomach is more common in the urban
than in the rural population and that

there is positive association with suspend-

ed particulate air pollution. 2

Much data are available and more are

being accumulated as to the clinical, patho-

logic, engineering, industrial and govern-

mental aspects of the air pollution prob-

lem. Consistent investigation in this field

has followed stimulation which resulted

from passage of laws by the Congress

principally in 1963 and 1967.

Firm assist°nce has been supplied by
the National Air Pollution Control Ad-
ministration (NAPCA), the federal agen-

cy of HEW charged with consideration of

anti-pollution efforts Field workers from
the agency have worked closely with local

conservation health groups providing sig-

nificant educational assistance.

Additional public interest has been

somewhat stimulated by the Federal Air

Quality Act of 1967 which specifically

leaves the establishment of pollution limits

up to the states; this in effect leaves to the

states the matter of standards, implemen-
tation, administration and enforcement;

however, only three states, including our

own, have a statewide, exclusive air con-

trol agency. In the others, the state agen-

cy has a certain coordinating responsibil-

ity; but the major implementation of pro-

tection to the citizen comes from urban or

regional regulatory efforts.

The Louisiana Air Control Commission
was created by 259 of the 1964 Legisla-

ture. The commission has proposed an

adequate air control program aimed at

expanding and strengthening the previ-

ously existing programs of its parent or-

ganization, the Louisiana State Depart-

ment of Health. The Louisiana Air Con-

trol Commission, however, has been con-

tinuously handicapped by the lack of

money. It has received $15,000 at inter-

vals from the State Board of Liquidation.

It has also received from the federal gov-

ernment funds which were useful in initi-

ating the program but which are present-

ly going to be cut off because the state has

not provided maintenance.

J. Louisiana State M. Soc.
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The commission has managed in some

degree to perform courageously its func-

tions utilizing employees of the State

Board of Health and of the parish health

units. These are supplemented as men-

tioned.

We have before us then the pleasant

prospect of the citizens of our state bask-

ing comfortably in the valley of compla-

cence between public apathy on the one

hand and the threat of ever increasing re-

spiratory danger on the other.

The community must be made aware of

this danger and must realize that the com-

parative security of our rural areas and the

as yet minimal discomfort produced by
pollution in our urban areas do not re-

move the need for aggressive community
action.

Our comfort in the New Orleans area

at present is comparative. As an illustra-

tion of wThat the threat may be in the fu-

ture, one is only to be reminded of the fact

that there are many nights each year in

which the whole asthmatic community
feels the compelling effects of something

greatly intensifying their asthma, and this

can only be atmospheric.

Experience indicates that metropolitan

areas will tend to have air pollution prob-

lems when wind speeds fall below 8 miles

an hour or when gasoline consumption ex-

ceeds a rate of 12 tons per square mile, or

when any community depends on soft coal,

private rubbish burning, and substandard

or obsolete combustion equipment, or when
dust-fall begins to exceed 20 tons per

square mile per month.

Other specific figures indicative of sig-

nificant air pollution include: 3

Sulfur dioxide greater than 0.2 parts per

million

Carbon monoxide greater than 8.0 parts per

million

Hydrocarbon greater than 1.0 parts per million

Oxides of nitrogen greater than 0.25 parts per

million

“Total oxidant” greater than .15 parts per

million

Public Health Service data indicate that

in some cities the atmospheric content of

suspected cancer substances is estimated

to be equivalent of the smoking of from
one to two packs of cigarettes per day.

The Public Health Service also estimates

that some 308 urban places expose some

43,000,000 persons to the major air pollu-

tion problems. Another 850 urban places

expose 33,000,000 persons to moderate

problems.

Louisiana has been fortunate that its

air pollution problems have not affected

distressingly a large percentage of our

population. This comparative comfort may
be soon removed as industrialization pro-

ceeds apace.

The taxpaying public must be brought

to realize that air of the kind that is fit to

breathe is no longer free and can only be

supplied by the free use of the taxpayers’

dollars.

1. Air Conservation Commission: Air Conser-

vation, Publication 80, AAAS, Washington, D. C.

1965.

2. Winkelstein, W. Jr. ;
and Kanton, S.

:

Stomach Cancer, Environmental Health 18: 544-

547 (April) 1969.

3. Air Pollution Fact Sheet, American Medi-

cal Association, (March) 1966.

November, 1969—Vol. 121, No. 11 357



ORGANIZATION SECTION wwmmmm
imMm.

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

DR. BLASINGAME’S ADDRESS TO AMA
HOUSE OF DELEGATES*

Mr. Speaker, members of the House, staff and
guests :

Your action of commendation is most heart-

ening and reassuring to me, my family and

friends, and it is greatly appreciated.

It has been a satisfying experience to be at

this meeting and to visit with many of you. A
report came to me that some individuals were
surprised when they learned of our plans to

attend this convention. Be assured that my role

here will be that of a gentleman, a physician,

and a member of the American Medical Associa-

tion.

As a past Trustee, it is a privilege and an
honor to sit in this House of Delegates. Every
meeting of this House has been attended by me
during the last 24 years; and no reason was ap-

parent to me to skip this meeting. Indeed, recent

events made my attendance obligatory, from my
standpoint, to be exposed to any questions con-

cerning my administration at the AMA and to

give me the opportunity to answer them to indi-

vidual delegates, before delegations, and before

reference committees.

To the hundreds who have telephoned, written,

or visited with us, appreciation is expressed. Your
concern and good washes have meant much to us.

In recent w-eeks, the sparsity of information

available to the profession and the public re-

garding my dismissal has encouraged guessing

and gossiping which vrere hurtful to the AMA
and to me. This action by you wall help to quiet

unfounded rumors.

No ill will is harbored by me toward the Amer-
ican Medical Association. Candor requires an

admission that feelings of amazement, regret,

and sadness came upon me.

The American Medical Association has been

an absorbing and dominant part of my life for

a quarter of a century as a member, a former

principal officer, and as the chief administrator.

My experiences have been legion and satisfying

in many respects.

It is my hope that most of you feel that your
faith and trust in me have been wrell placed.

Tt has been an honor to have served in several

responsible capacities. Especially, accept my
thanks for the support and cooperation wrhich

you gave to my staff and to me during my
sendee as Executive Vice-President.

As you knowr
,
the Board of Trustees honored

my contract. A compromise separation agreement
has been finalized representing some wrastage

for the AMA and for me. Gratitude is expressed

to the Board for this action.

In a sense, it is a relief to be disengaged from
entangling responsibilities, to be my own boss

and to be free again to speak my mind as an

individual. Perhaps, the real value of freedom

cannot be fully appreciated until even a part

of it is lost.

This presentation by me is not a swan song.

It is my intention to continue to try to be of

service to the American Medical Association

and to the medical profession, as an individual

and as a member of the House of Delegates.

Whatever talents and experience that are mine,

are available to our association wdienever it needs

them.

* Presented to the House of Delegates of the

American Medical Association, December 1, 1968,

Miami Beach, Fla. Published with permission of

the AMA.
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Especially in view of recent events, many of

you and others undoubtedly share my concern

that all is not well in the American Medical

Association. Symptoms point to troublesome frus-

trations, impairing conflicts, and unhealthy ten-

sions in staff and among responsible leaders.

It is time for more evidence of stewardship

and less self-service.

Firing me and others has changed things but

will not be curative. The hurried announcement
of a new Division of Public Affairs may partially

satisfy certain internal political stresses. The
survey of management by outside consultants

could prove helpful but will likely be costly and
can reasonably be expected only to scratch the

surface.

Before us all, and paramount, is the future

destiny of the American Medical Association.

Some questions come to mind:

How can the American Medical Association

best discharge its primary objective as an advo-

cate for the physicians in their respective re-

sponsibilities in medical care of people?

Is the organizational structure appropriate to

meet the obligations and opportunities in mod-
ern society?

How can the American Medical Association

establish worthy priorities and press for their

implementation on behalf of physicians and their

patients?

How can adequate information and high mo-
tivation be maintained and effectively utilized?

How can a dichotomy be avoided in matters

of medical service and research ... on the one

hand and legislative and political on the other;

an appropriate mix resulting?

Let us turn to several observations:

Witness the development over the years of

medical specialty societies which have become
established as leaders in scientific medicine and
often pulled away from the major national med-
ical organization. Recall the formation of the

Association of American Physicians and Sur-

geons composed of those who apparently felt it

necessary to have another organization because

the AMA had not represented the physician with

adequate strength and force. In more recent

times have come the Congress of County Medical

Societies and the Guild movement. The formation

of such organizations is symptomatic of unmet
needs and indicates frustrations, aspirations, and
concerns.

Some would claim a degree of failure on the

part of the American Medical Association to win
more completely the climate debate as to the

appropriate, major role of modern medicine in

our society.

Physicians and their patients have a legiti-

mate right to expect top-flight performance by
their national professional medical society. The
AMA has accomplished many laudable objectives,

and its future is potentially even greater. Our
association cannot afford to be chaffy, to be

occupied with internal bickerings, to be clumsy

from indecision, and to lack clarity in its primary
mission.

It is time for action, clarification, and soul-

searching.

Let me make a plea that the role of staff be

clarified. Many of you are familiar at the local

and state levels with the constructive work of

hundreds of loyal staff members. The AMA
needs a strong, informed, highly motivated staff.

Competition for such talent is high. In order to

obtain and hold such a qualified staff, the work-

ing conditions must be wholesome. Competence
and integrity have to be maintained and re-

spected. Otherwise, the many important staff

assignments will become filled with “bodies,”

“yes men,” and “routine” performers.

May our association be blessed in the choice

of my successor, if another Executive Vice-Presi-

dent is to be named. He must be a person of

solid character, good and consistent judgment,

corn-age, energy, of sound and bright mind, and
dedication. Such a role is vital. His leadership

must be first-rate.

It is my fervent hope that the concerns, frus-

trations and motivations that led to my dismissal

will be the cause of a stir among us and result

in strengthening our great association. Perhaps,

a review not only of management but of the en-

tire structure of the AMA is indicated so that

it can function more effectively and better ful-

fill its mission.

This House of Delegates approved sometime

ago the concept of a body for planning and de-

velopment. To my knowledge, much effort has

been made in this direction but little of moment
has been forthcoming. In my opinion, the present

committee arrangement is inadequate for this

Herculean task; this is with all due respect to

those presently involved.

Perhaps, it is time in the life of the American
Medical Association to consider a sort of Consti-

tutional Convention. Prior to such could come
studies by a blue-ribbon committee named by this

House to perform some essential spadework. We
need to seek and to obtain the wisest medical

and organizational talents available to our pro-

fession and there are many, to make an overall

study and evaluation of all parts of the AMA
and recommend modifications which, when im-

plemented, will better assure a vigorous, widely

respected, widely supported American Medical

Association that will be responsible and respon-

sive to the expanding needs of physicians and
their patients.

To such noble ends, let us point our efforts.

Such can and should be done to break loose

from the webs of confusion. If such be done,

the future greatness of the American Medical
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Association can more likely be assured with de-

served blessings to it, to the medical profession,

and to the patients.

PATHOLOGY LABS ACQUIRED*
Pathology laboratories are becoming a popular

investment.

In the past few months, a large technically-

oriented company—Damon Engineering, Inc.—
two pharmaceutical firms—Smith Kline &
French and Upjohn Co.—and a frozen food chain
—Tastee Freez Industries, Inc.—have acquired

more than 20 labs across the country.

Damon, an American Stock Exchange-listed

company in Needham, Mass., with estimated 1969
sales of $20 million, has bought 19 labs in seven

states and one foreign country since forming
its Bio-Medical Sciences Division in December,

1968.

Damon’s emerging laboratory empire, to be

known as Damon/Medical Laboratories, is ex-

pected to become one of the highly-diversified

corporation’s two most important divisions, rank-

ing with its International Equipment Co. division.

The Damon acquisitions, which all have been
in exchange for common stock and which have

been followed by a merging of facilities under
the direction of pathologists, include:

• Four laboratories in Philadelphia: Lawndale
Laboratory Co., Rhodes-Medical Arts Labora-
tories, Inc., Rosoff Laboratory, Inc., and Claude
P. Brown & Associates. The four will be com-
bined into a common facility to be named Claude
P. Brown Laboratories, Inc., and to be directed

by Domenic F. Coletta, MD.

• Medical Laboratory Associates of Birming-
ham, one of the most comprehensive pathologist-

directed labs in the country. This group includes

four labs in Alabama furnishing pathology ser-

vices to 14 hospitals.

• Eight labs in the group of Kelso Medical

Lab, Washington, D.C. The group, to be renamed
Washington Medical Lab, Inc., under the direction

of Richard E. Kelso, MD, includes the headquar-
ters lab and two others in downtown Washington,
D.C., plus one each in La Plata, Md., Falls

Church, Va., Alexandria, Va., Arlington, Va.,

and Nassau, Bahamas.

• Two labs in New York: Bio-Chemex Lab,
Jnc., Elmont, L.I., a reference lab, and its subsid-

iary, Standards Clinical and Analytical Lab, Inc.,

New Rochelle.

• Development of the company’s own lab in

Needham to be known as the Damon Medical
Lab.

In a telephone interview with American Medi-
cal News, a spokesman for Damon said the cor-

poration is buying into the medical lab testing
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industry because of the “tremendous growth in

dollar volume.”

Pointing out that there is a 20-30% annual

increase in the number of laboratory tests re-

quested, the spokesman said that by 1975 med-
ical labs will be a $7 billion business with half of

that volume supplied by private labs.

Damon’s Assets and technical expertise, the

spokesman said, can be used to combine smaller

fragmented labs into more efficient units to pro-

vide a full range of automated clinical and ref-

erence pathology services and also improved in-

strumentation.

The Damon operation may be a prototype of

the pathology-lab-purchase plans of the pharma-
ceutical firms.

Smith Kline & French, Philadelphia, has ac-

quired two labs in 1969: The Leary Laboratory
in Boston, to be directed by former owner Nor-
man Zamcheck, MD; and the Biskind Laboratory

in San Francisco, to be directed by Gerson
Biskind, MD.
The Upjohn Co., Kalamazoo, Mich., lias ac-

quired one pathology lab in each of the past three

years. In 1967, it acquired Laboratory Proce-

dures, Inc., Culver City, Calif, (now located in

Woodland Hills, Calif.); in 1968, it acquired

Linden Laboratories, Atlanta; and in 1969 it

acquired E. M. Wood Diagnostic Laboratory, Ta-

coma, Wash.
Tastee Freez, of Tarrytown, N.Y., has agreed

to acquire Associated Laboratory Sendees, Inc.,

in exchange for an undisclosed amount of com-

mon stock.

Does this indicate an inevitable trend in which

the high-volume automated operation will sup-

plant the independent pathologist? It’s still too

early to tell.

A member of the pathologist selling group in

Birmingham calls the automated big business

operation the “way to practice pathology in the

future.”

The Pathologist said he sees the economies of

the larger operation as a culmination of a 25-year

trend. “I have to live with it. Pathology is not

a one-man operation anymore.”

He added that having a pathologist director of

a medical lab would prove to be a real key to

the satisfaction of the service, since it would

make the operation “patient-oriented” and since,

after all, the customers are other physicians.

Looming over the entire issue is the possibility

that the federal government may some day step

in and set fee schedules for laboratory tests

—

a happening Which would severely press the

smaller operations with low volume and high

overhead.

"Reprinted from American Medical News, Sep-

tember 22, 1969 issue.
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COMMITTEES ON ARRANGEMENTS
1970 Annual Meeting

Advisory: John L. Beven, M.D., Thomas Cam-
panella, M.D., Frank J. Jones, M.D., Rhett Mc-
Mahon, M.D., David W. VanGelder, M.D.

Audio Visual: Richard Nunnally, M.D., Chair-

man; Terrance Beven, M.D., Edward M. Boagni,

III, M.D.

Banquet and Dance: James C. Atkinson, M.D.,

Chairman; Leon H. Bombet, M.D., Don E. Bow-
ers, M.D., Richard M. Hill, M.D., John Webb Mc-
Gehee, M.D.

Decorations

:

Matthew J. LaNasa, M.D., Chair-

man; Robert H. Hansen, M.D., Hulon A. Lott,

M.D., Lloyd G. Perez, M.D., Robert Roy Rabalais,

M.D.

Entertainment: Henry W. Jolly, Jr., M.D.,

Chairman; Charles E. Afeman, M.D., Edwin A.

Bowman, M.D., Richard C. Boyer, M.D., Perry
Chesney, M.D., S. E. Field, M.D., William Lui-

kart, M.D., Henry R. Olivier, M.D.

Finance: Charles A. Beskin, M.D., Chairman;
Lynnwood J. Brassett, M.D., Vance G. Byars, Jr.,

M.D., Henry Olinde, M.D., Alfred Foster Sanders,

M.D., Harold M. Voss, M.D.

Golf: Those members wishing to play golf

should make their own private arrangements.

Hospitals: Daniel J. Fourrier, M.D., Our Lady
of the Lake Hospital; Joe A. Moreland, M.D.,

Baton Rouge General Hospital; Julius H. Mul-

lins, M.D., Woman’s Hospital; Leonard H. Stan-

der, M.D., Earl K. Long Charity Hospital.

Luncheons: James E. Williams, Jr., M.D.,

Chairman; Leo M. Abraham, M.D., William T.

Brown, M.D., Edward J. Cooper, M.D., Herschel

Dean, M.D., Delmas G. Hutchinson, M.D.

Publicity: Robert L. diBenedetto, M.D., Chair-

man; Joe C. Tilley, M.D., Morton Levy, M.D.,

J. C. Stovall, M.D., Marvin E. Stuckey, M.D.

Registration

:

Douglas L. Gordon, M.D., Chair-

man; William C. Haile, M.D., Allen Jackson,

M.D., David D. Kahn, M.D., Bryan Luikart, Jr.,

M.D.
Scientific Exhibits: Page W. Acree, M.D.,

Chairman; Redfield E. Bryan, Jr., M.D., Harold

B. Holden, M.D., Roger Kilpatrick, M.D.

Transportation: Moss M. Bannerman, M.D.,

Chairman; J. Willard Dowell, M.D., Alan C.

Farries, M.D., L. P. LaVille, Jr., M.D., Richard

B. Means, Jr., M.D.
LAMPAC

:

Thomas Y. Gladney, M. D., Chair-

man; L. Glenn Cox, M.D.
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MEDICAL NEWS SECTION
CALENDAR

PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge
Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

BIRTH DEFECTS SYMPOSIUM
The First Annual Birth Defects Symposium

will be held at the J. Hillis Miller Health Center

on December 12, 1969. The program is being

presented by the Department of Pediatrics and

the Division of Postgraduate Education, and is

co-sponsored by the Alachua County (Florida)

Chapter of the March of Dimes. Dr. Arlan

Rosenbloom is program director.

Registration fee for the program will be $30

which will include tuition and all amenities for

registrants. Residents, Interns and members of

the Armed Forces are admitted on a complimen-

tary basis. A general announcement and regis-

tration form will be mailed about 6 weeks prior

to the program.

Requests for additional information and regis-

tration forms should be addressed to the Divi-

sion of Postgraduate Education, J. Hillis Miller

Health Center, Box 758, Gainesville, Florida

32601.

1969 CHRISTMAS SEAL CAMPAIGN
MEDICAL SOLICITATIONS CHAIRMAN

NAMED
John H. Seabury, MD, Professor of Medicine

at Louisiana State University School of Medicine,

has been named Medical Solicitations Chairman
for the 1969 annual Christmas Seal Campaign.
Making the announcement, Mrs. Katharine M.

Hicks, President of the Louisiana Tuberculosis

& Respiratory Disease Association, said that Dr.

Seabury will join Mr. Pete Fountain, General

Campaign Chairman for Louisiana, and others

in promoting the drive throughout Louisiana.

Mrs. Hicks went on to say that “the wedding
of physicians and laymen more than 60 years

ago in the formation of the voluntary TB-RD
Association continues as a happy combination.

The expertise and special concerns of the phy-

sician combined with the community resources

represented by non-physician leaders serve the

cause well.”

The 1969 Christmas Seal Campaign opens

Wednesday, November 12 throughout the United

States. The official Campaign period extends

through the month of December. Funds collected

support year-round activities of the Louisiana

TB & RI) Association and its medical section,

the Louisiana Thoracic Society. Mrs. Hicks said

the major emphases of the organization are edu-

cation, community services, research and health

education activities related to emphysema, chron-

ic bronchitis, cigarette smoking, air pollution,

tuberculosis, and other respiratory diseases and

problems related to them.

AIR FORCE RESERVE PROGRAM-
RE PHYSICIANS

It has been requested by the Air Force that

the following be published particularly for young
physicians who have not completed their military

obligation

:

1. Are you aware that the Air Force Reserve

Program now offers young physicians a chance

to satisfy their military obligation and still re-

main in the local community? On rare occasions

the Air Force opens the Reserve door to what is

called “Non-Prior Service Draft-Liable Physi-

cians.” The door has remained tightly closed for

several years but is now open, until December 31,

1969.

2. To be eligible for a direct commission a

physician must:

a. Be a United States citizen.

b. Be a graduate of an approved school of

medicine or osteopathy.

c. Have completed one year of internship and
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one year practice or residency (two years of in-

ternship will also qualify).

d. Be currently engaged in practice of medi-

cine.

e. Be of the high moral character expected

of commissioned officers in the United States Air

Force.

f. Be physically qualified for commissioned

service as prescribed by Air Force directives.

3. Within the Fourth Air Force Reserve Re-

gion (Texas, Oklahoma, Louisiana, Arkansas and

New Mexico) there are 41 Medical Service

Flights, Squadrons and Dispensaries with re-

quirements for all categories of medical person-

nel. Spaces are available for both prior service

and non-prior service physicians. Information

can be obtained from the Central Base Person-

nel Office at the nearest Air Force Base. A di-

rect communication is preferred to the Office of

the Surgeon, Fourth Air Force Reserve Region,

Ellington Air Force Base, Texas 77030, tele-

phone Area Code 713-487-1400, Ext. 427 or 428,

in order that personal attention may be given to

your needs.

RESEARCH GRANTS AND FELLOWSHIPS
AVAILABLE

In order to assure the scientific base for future

programs, the American Thoracic Society pro-

rides fellowships and research grants to individ-

ual postgraduate medical students and investiga-

tors who apply. Awards are made by the review

committees on the basis of relevance to current

programs and merit, on a competitive basis, re-

ported Dr. Charles A. Beskin, President of the

Louisiana Thoracic Society.

The Fellowships for research and training in

the field of respiratory disease, the respiratory

system and its disorders have an application

date of November 1, Dr. Beskin stated.

Training Fellowships are awarded for grad-

uate study and training as teachers, clinicians,

and investigators. Applicants may be holders of

doctoral degrees interested in advanced work in

this field; physicians entering their second, or

later year of residency training in Internal Medi-

cine, Pediatrics, Thoracic Surgery, or other spe-

cialty; and graduate students with Bachelors or

Master’s degree.

The latter would be preparing to work on a

research project related to respiratory disease

for an advanced degree other than MD, or others

comparably qualified.

Applicants must have been accepted for a

definite appointment by the head of the depart-

ment in which they expect to work, Dr. Beskin

said. Amounts of awards are determined by in-

dividual circumstances. The usual beginning date

is July 1. Not more than two renewals will be

considered.

Dr. Beskin said the National Tuberculosis

November, 1969—Vol. 121, No. 11

and Respiratory Disease Association also offers

grants in support of clinical, laboratory, epidemi-

ologic and social research in the fields of TB and
acute and chronic respiratory diseases. Appli-

cations for the grant year beginning July 1,

1970 must reach the organization by December

15, 1969.

Full information and application form kits are

available from the Louisiana Thoracic Society,

333 St. Charles Avenue, suite 1504, New Orleans,

Louisiana 70130.

SYSTEM AT UNIVERSITY OF COLORADO
MEDICAL CENTER INCREASES SPEED

AND ACCURACY OF VITAL
BLOOD TESTS

Physicians at the University of Colorado Medi-

cal Center are now using an IBM data acquisition

and control system to direct the processing of

blood tests.

The tests are being performed with instru-

ments which are controlled and monitored by the

center’s IBM 1800 system.

Dr. J. K. Aikawa, director of laboratory ser-

vices and professor of medicine, said : “The in-

creasing demands on our laboratory as well as

urgency in critical patient cases require the speed

and accuracy offered by the IBM control sys-

tem. The machine is an essential piece of labora-

tory equipment.”

With the system’s help, physicians now can

get the results of several simultaneous blood tests

in minutes, compared with the hours it once took.

“These tests help physicians in making diag-

noses, prescribing treatment and—eventually—in

preventing diseases,” Dr. Aikawa said.

“Our new technique provides us with data

from a series of vital tests, gives us more com-

prehensive and reliable information than previ-

ous methods and frees our medical technologists

for other valuable services,” he said.

As the tests are completed, readings from the

blood analyzers automatically are transmitted

to the 1800, which compares the results against

known values previously stored in the system.

The 1800 calculates the results and prepares a

report for the physician.

Additional equipment being connected to the

1800 will enable the center to analyze and pre-

pare reports on several hundred samples an hour.

At the end of each day, the IBM system pre-

pares an up-to-date report for each patient,

showing the number and types of tests per-

formed, their results and charges. It also reports

any test due the next day in cases where analysis

has not been completed.

The center is using the 1800 system to perform

tests for inpatients and outpatients at Colorado

General Hospital as well as for those in Colorado

Psychiatric Hospital at the C.U. Center.
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AMERICAN ACADEMY OF ALLERGY TO
PRESENT POSTGRADUATE COURSE

IN NEW ORLEANS
The American Academy of Allergy will present

a two-day postgraduate course in connection with

its 26th Annual Meeting, February 14-18, 1970.

This will be held at the Jung Hotel in New
Orleans.

The postgraduate program offers subjects of

timely interest in allergy, immunology and re-

lated fields. The opening session on Saturday

morning, February 14, will be devoted to Pul-

monary Diseases and Asthma, the afternoon ses-

sion pertains to Developments in Medicine Relat-

ing to Allergy.

On Sunday, February 15, Clinical Immunology

will be discussed during the morning session, and
in the afternoon, a session on Organ Transplanta-

tion will be featured. An outstanding faculty has
been invited to present this continuing education

program.

The annual meeting scientific sessions will con-

vene Monday, February 16, and will end on

Wednesday, February 18. The program for these

three days will highlight presentations of new
research in allergy and related fields.

Both meetings are open to all physicians and
others interested in attending.

Details of the program can be obtained by
writing to the American Academy of Allergy Ex-
ecutive Office, 756 North Milwaukee Street, Mil-

waukee, Wisconsin 53202.

BOOK REVIEWS
Medical Interviewing , A Programmed Manual

;
by

R. E. Froelich and F. M. Bishop. C. V. Mosby
Co., St. Louis, 1969, 116 p, $4.75.

This appears to be a good general text for an

introductory experience early in medical training

probably at the first or second year student level.

In general, it presents a very logical, well orga-

nized type of program. At times, however, the

responses seem somewhat restricted without suf-

ficient explanation as to the reason for the direc-

tions taken by the authors.

The book is divided into two basic parts. The
first section entitled, “The Medical Interview,”

presents a logical approach with appropriate dis-

cussions of various parts of a medical interview.

This section covers the important topics, such as

preparation of the initial interview, assisting the

patient, obtaining specific information and termi-

nation of the interview. The second part involves

a series of seven practice interviews, and it is

this part which will probably afford the student

the most important learning experience. These

seven interviews cover a wide variety of patients

and interviewing problems in a fairly adequate

manner. However, at times in this section, one

will notice a rather constricted and sometimes

over-directed type of interviewing technic used.

In general, it is felt that this is a good, appro-

priate book for the first or second year medical

student which could appropriately be used in con-

junction with the starting of clinical medicine or

in early physical diagnosis.

S. J. Crawford, MD

PUBLICATIONS RECEIVED
The C. V. Mosby Co., St. Louis: Acute Renal

Failure: Diagnosis and Management, by Robert

C. Muehrcke, MD; Atlas of Human Electron Mi-

croscopy, by Ruben P. Laguens and Cesar L. A.

Gomez Dumm; The Practice of Refraction, by

Sir Stewart Duke-Elder (8th ed.)
;
Symposium on

Retina and Retinal Surgery, Transactions of the

New Orleans Academy of Ophthalmology.
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Pulmonary Alveolar Proteinosis:

A Case with Spontaneous Resolution

• The authors give an informative report and discussion of a rare

case of recovered pulmonary alveolar proteinosis. The paper will be

valuable to any who must consider, diagnose, and treat this disease.

~D EPORTS of spontaneous recovery from
pulmonary alveolar proteinosis are

rare, but there have been several reports

of complete remissions following various

forms of therapy. The remaining patients

have chronic disease and, despite various

forms of treatment, die as a direct result

of respiratory insufficiency or of secon-

dary infections.

This report concerns a patient who had
biopsy proved pulmonary alveolar pro-

teinosis (PAP), with radiographic find-

ings, alteration in pulmonary function,

and a clinical presentation typical of this

disease. Three months after discontin-

uing all therapy, the patient’s clinical pic-

ture and laboratory studies began to im-

prove spontaneously. He gradually be-

came completely asymptomatic, and his

lung roentgenograms showed complete

clearing. He has been asymptomatic and

* Intern, Ochsner Foundation Hospital, New
Orleans.

f Department of Medicine, Ochsner Clinic and
Ochsner Foundation Hospital, New Orleans.

Reprint requests to Alton Ochsner Medical

Foundation, 1514 Jefferson Highway, New Or-

leans, Louisiana 70121.
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PAUL G. HADDAD, MD*
GEORGE A. PANKEY, MDf

New Orleans

free of pulmonary infiltrates for over five

years.

Case Report

A 52-year-old white man, was first seen at the

Ochsner Clinic on June 11, 1963, with a chief

complaint of shortness of breath. He had done

all types of welding. In 1958, he had gotten lead

poisoning from welding a barge painted with red

lead. At that time, he was at home for thre®

weeks with dyspnea and painful feet. The pain

in the feet gradually disappeared but the dys-

pnea continued. In January, 1963, he was treated

at home for bronchopneumonia, following which

his dyspnea became a progressive problem. By
May, 1963, he complained of “blowing and

wheezing” after walking 200 feet. He had
smoked 40 cigarettes a day for 20 to 30 years

and had had a chronic cough. He had discon-

tinued smoking in February, 1963, and by June,

1963, had only a slight morning cough which was
nonproductive. He denied hemoptysis, paroxys-

mal nocturnal dyspnea, orthopnea, edema, or

weakness. He had had fever with his episode

of bronchopneumonia but none since. His appe-

tite was good and he had gained 7 pounds in the

previous two to three months.

Physical Examination

Physical examination revealed: height, 68

inches; weight, 188 pounds; pulse, 80; blood pres-

sure, 150/100; respiratory rate, 20; and tem-

perature, 98.4 F. He was mildly dyspneic. There
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was no clubbing, cyancsis or lymphadenopathy.

There was a slight increase in the A-P diameter

of the chest with good excursions of the dia-

phragm. Fine rales which did not clear on cough-

ing were present in the lower lung fields bilat-

erally, especially in the axillary regions. In-

tradermal tests for tuberculosis, histoplasmosis,

and coccidioidomycosis were negative.

Laboratory Tests
Laboratory tests included a hemoglobin of 16.4

gm/100 ml; hematocrit 51 percent; erythrocyte

sedimentation rate 18 mm/hr; and white blood

cell count 7,550 with 60 percent segs, 3 percent

eosinophils, 30 percent lymphocytes, and 7 per-

cent monocytes. Urinalysis revealed a specific

gravity of 1.014, pH 6, a trace of protein, but no

sugar or cellular elements. Fasting blood glucose

was 118 mg/100 ml (normal 65 to 110 mg/100
ml). A two-hour postprandial blood glucose was
181 with a 4+ glycosuria. The cholesterol was 323

mg/100 ml; blood urea nitrogen 10 mg/100 ml;

albumin 4.2 gm/100 ml; and globulin 2.4 gm/100
ml. An intravenous pyelogram was negative.

The electrocardiogram was within normal limits.

Initial Chest Roentgenograms
The initial chest roentgenograms showed dense

acinar and interstitial infiltrates fanning out

from the hilar areas and obscuring the hilar ves-

sels. The apical portions of the lung and ccsto-

phrenic angles were clear. Pulmonary edema was
the suggested diagnosis but the heart size was

TABLE I

PULMONARY FUNCTION STUDIES*

6/26

1963

11/4

1963

5/20

1969

Forced vital capacity (FVC) 2.9 L 3.15 L 2.6 L
FEVi 2.7 L 2.6 L 2.2 L
FEVo 2.8 L 2.8 L 2.3 L
FEV 3 2.9 L 3.1 L 2.5 L
Maximal breathing capacity (MBC) 136L/min 120L/min 103L/min
Tidal volume 800 cc 650 cc 850 cc

Inspiratory reserve volume 1540 cc 2100 cc 2175 cc

Expiratory reserve volume 320 cc 600 cc 200 cc

Functional residual capacity .... 1377 cc 2472 cc 2032 cc

Residual volume 1057 cc 1872 cc 1832 cc

Total lung capacity 3607 cc 4932 cc 4532 cc

Index of intrapulmonary mixing 1 % 0% 2.4%
Respiratory rate 16/min 15 /min 10 /min

Alveolar P0 2 110 mm 98 mm —
Alveolar PC0 2 30 mm 35 mm —
AaP0 2 44 mm 32 mm —
DLco 14.7cc/mm/min. 36.0cc/mm/min 13.4cc/mm/minf
Alveolar ventilation 4.5L/min/M 2 2.8L/min/M 2 2.0L/min/M 2

Dead space 248 cc 234 cc 468 cc

Minute ventilation — 6.4L/min 12.6L/min

* Pulmonary function and blood gas studies were done by Hurst B. Hatch, Jr., MD, Department

of Internal Medicine, Section on Pulmonary Diseases, Ochsner Clinic, New Orleans,

f New method used, values not precisely comparable to earlier values.

normal (Fig 1). Review of outside chest films

of July, 1957; March, 1959; October, 1958; and

Fig 1. initial chest roentgenogram (6/12/

63). Note dense acinar infiltrates fanning out

from hilar areas. Heart size normal.

November, 1959, showed normal heart and lungs

in all examinations. A roentgenogram of October

4, 1961, showed some increase in the lung mark-
ings along the right cardiac border but no defi-

nite infiltrates.

Pulmonary Function Studies

Pulmonary function studies of June 26, 1963,

are listed in Tables 1 and 2. These revealed a

pure restrictive type of ventilatory insufficiency

with reduction in the vital capacity but normal
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TABLE 2

BLOOD GAS STUDIES

Blood Gases

Rest

6/26/63

Exercise Rest

I 1/4/63

Exercise

5/20/69

Rest Exercise

0 2 Saturation 88-93% 84-90% 92.4% 92.8% 93.1% 95.3%
0 2 Tension 66 mm 57 mm 66.2 mm 69.2 mm 70.0 81.0

C0 2 Tension 29 mm 33 mm 33.6 mm 33.0 mm 41.5 40.5

pH 7.47 7.45 7.42 7.40 7.40 7.39

maximal breathing capacity and timed vital ca-

pacity at 2 and 3 second efforts. The inspiratory

reserve volume, residual volume, and index of in-

trapulmonary mixing were within normal limits.

There was some hyperventilation at rest. The
arterial oxygen saturation at rest was slightly

reduced, and there was a drop in the oxygen
saturation with exercise. There was a very wide

alveolar arterial oxygen gradient. The diffus-

ing capacity for carbon monoxide was 15 cc per

minute per mm of mercury.

Biopsy Performed
On June 26, 1963, an open biopsy of the right

middle and right lower lobes was performed. The

Fig 2. a) Right middle lobe biopsy (6/26/

63). Low power view showing numerous al-

veoli filled with granular and floccular PAS
positive material which is retracted from alveolar

walls. PAS x 45.

specimens from both lobes were diagnostic of

pulmonary alveolar proteinosis (PAP). Groups

of alveoli, filled with granular and floccular ma-
terial which had acicular spaces and stained pe-

riodic acid Schiff (PAS) positive, were seen.

The alveolar septa were thin and did not have

prominent lining cells (Fig 2).

Epinephrine Inhalations Used
Postoperatively, the patient was treated with

epinephrine inhalations three times a day and
dornase inhalations (100,000 units) four times a

day for a total of five days. He was discharged

on the sixth postoperative day on a diabetic diet,

chlorpropamide (250 gm per day), and an iodi-

nated chest expectorant.

Eig 2. b) Higher power v^ew. Note thin al-

veolar septa showing no reaction to the intra-

alveolar debris which contains acicular spaces.

H & E x 125.
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Fig 2. c) Close-up view. The biopsy which

was taken during untreated, symptomatic phase

shows mostly widely separated cells with invisible

cytoplasm lining alveoli. Cuboidal lining cells

are rare. PAS x 500.

Potassium Iodide

On July 17, 1963, the patient was begun on

saturated solution of potassium iodide, ten drops

three times a day, increasing one drop a day un-

til tolerance was reached. Blood samples drawn
at this time showed a lactic dehydrogenase of 72

units (normal up to 100 units)
;
serum glutamic

oxaloacetic transaminase of 112 micromols/100

ml (normal 30-140 micromols/100 ml)
;
serum

glutamic pyruvic transaminase of 28 micromols/

100 ml (normal 10-85 micromols/100 ml)
;
and

alkaline phosphatase of 3.1 Bodansky units (nor-

mal 2 to 4).

Iodide Discontinued
The patient had reached 53 drops of saturated

solution of potassium iodide per day by August

7, when he developed chills, temperature of 101

F, and a rash. The iodide was discontinued and
these findings disappeared. He was having less

dyspnea on exertion, but a chest roentgenogram
on August 7, 1963, showed no clearing of the

parenchymal infiltrates (Fig 3). The physical

examination showed no change. Thereafter, his

Fig 3. Chest roentgenogram 8/7/63. Similar

to pre-biopsy film except for blunting of right

costophrenic angle which is secondary to biopsy.

medical regimen consisted solely of a diabetic

diet and chlorpropamide.

Repeat Lactic Dehydrogenase

A repeat lactic dehydrogenase on August 21

was 68 units, and on September 26, 1963, it had

increased to 125 units. Because of the elevated

lactic dehydrogenase, the patient reentered Ochs-

ner Foundation Hospital November 1, 1963, for

further evaluation and possible intrabronchial

heparin instillations. At that time, he stated

that his breathing had improved somewhat; and

repeat pulmonary function studies showed a defi-

nite improvement. The physical examination

showed no change, and the mechanics of breath-

ing had not changed appreciably. However, the

alveolar arterial oxygen gradient had decreased

considerably and so had the alveolar hyperventi-

lation. There was still some hypoxia at rest, al-

most identical to that which had been seen pre-

viously; however, there was an increase in ar-

terial oxygen tension with exercise instead of the

drop which had been seen previously. There was
also a marked improvement in the diffusion ca-

pacity of carbon monoxide from 14.7 cc per mm
per minute to 36.0 cc per mm per minute. The
new studies indicated a complete absence of the al-

veolar capillary block the patient had previously

(Tables 1 and 2). In addition, chest roentgeno-

grams at this time were read as “remarkable

clearing of both lungs since last film on 8/7/63

—
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some infiltrate may persist in the right middle

lobe but rest of lungs are clear.” (See Fig 4)

Fig 4. Chest roentgenogram 11/4/63. Note

marked clearing of perihilar infiltrates. Some in-

filtrate may still persist in right middle lobe.

Laboratory Studies

Laboratory studies at this time showed the fol-

lowing: white blood cell count 5,450 per mm3 with

1 percent bands, 49 percent segs, 3 percent baso-

phils, 5 percent eosinophils, 25 percent lym-

phocytes and 17 percent monocytes. Urinalysis

showed a pH of 5, specific gravity 1.011 and a

negative microscopic examination; there was no

protein or sugar. The lactic dehydrogenase was
75; fasting blood glucose 89; cholesterol 352;

blood urea nitrogen 20 (normal 10-18)
;
uric acid

5.3 (normal 3 to 5) ;
and amylase 160 (normal

50 to 120). The following were within normal
limits or negative: calcium, phosphorus, alkaline

phosphatase, acid phosphatase, serum glutamic

oxaloacetic transaminase, serum glutamic pyru-

vic transaminase, serum electrolytes, latex fix-

ation, C reactive protein, lupus erythematosus

preparation, cephalin flocculation, bromsulpha-

lein test and serum protein electrophoresis.

Returned to Work
The patient went hunting in December, 1963,

and was able to walk up to one mile before get-

ting weakness in the thighs and dyspnea. He re-

turned to work as a welder in January, 1964, and

by March was working 11 to 12 hours a day do-

ing heavy manual labor. On September 17, 1964,

his chest roentgenogram was reported as normal,

and he was having no pulmonary symptoms.

Reactivation Not Indicated

The patient subsequently did not have any
symptoms that would indicate any reactivation

of pulmonary alveolar proteinosis and his only

respiratory problems have been occasional upper

respiratory infections. His diabetes remained in

good control on chlorpropamide, 250 mg/day, and
a fat controlled diabetic diet. His fasting blood

glucose has never been higher than 120 mg/100
ml until his iaxest clinic visit when a value of

135 mg/100 ml was obtained.

Pains Reported

In February, 1965, he reported pains which
were characteristic of intermittent claudication.

At that time, he was having no respiratory diffi-

culties and had clear lungs.

Studies of Serum Lipids

He has remained obese, weighing 192 pounds
on April 30, 1969. Studies of serum lipids done

in March, 1968, revealed: total cholesterol, 270

mg/100 ml (normal 135-315 mg/100 ml)
;
phos-

pholipids, 450 mg/100 ml (normal 125-300 mg/
100 ml)

;
triglycerides, 680 mg/100 ml (normal

30-135 mg/100 ml)
;
and total lipids, 1522 mg/100

ml (normal 450-1000 mg/100 ml). Repeat serum
lipids, of April 30, 1969, showed an even more
abnormal picture with cholesterol, 346 mg/100
ml; phospholipids, 362 mg/100 ml; triglycerides,

1040 mg/100 ml; and total lipids, 1903 mg/100
ml. At that time, his glucose was 135 mg/100
ml; blood urea nitrogen was 22 mg/100 ml; and
he had 1+ proteinuria. The following tests on

April 30, 1969, were either negative or within

normal limits: chest roentgenograms (multiple

views, see Fig 5), electrocardiogram, complete

blood count, serology, sedimentation rate, serum

Fig 5. Chest roentgenogram 4/30/69. Heart

and lungs are within normal limits.

December, 1969

—
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calcium, phosphorus, uric acid, total serum pro-

teins, total bilirubin, alkaline phosphatase, lactic

dehydrogenase and serum glutamic oxaloacetric

transaminase. Pulmonary function studies of

May, 1969, revealed an overall improvement in

mechanics and respiration. (See Tables 1 and 2.)

Discussion

The etiology of pulmonary alveolar pro-

teinosis is unknown. Patients have had a

wide variety of occupations and have been

of many races. Cases have been reported

from North America, Europe, and Asia.

Men predominate over women in the ratio

of approximately 4 to 1. The age distri-

bution of reported cases varies from 3

months 1 to 64 years. Cultures for bacte-

ria, fungi, and tuberculosis reveal no

growth in those patients in whom there

is no concurrent superimposed infection.

Specially stained sections of biopsy ma-
terial fail to reveal microorganisms. Skin

tests have not been helpful. There is

usually no history of exposure to noxious

fumes or dust. 2

Term First Used
Pulmonary alveolar proteinosis was a

term first used by Rosen, et al. 8 to describe

the pathognomonic histologic picture of

a clinical and pathologic entity which was
reported first in 1958. Gross examination

of lungs involved with this process show
multiple small parenchymal nodules vary-

ing in size from several millimeters up to

several centimeters and usually having a

yellowish-gray color. Microscopic study

reveals clusters of alveoli filled with peri-

odic acid Schiff (PAS) positive, eosino-

philic, granular and floccular material,

throughout which are scattered numerous
doubly retractile acicular spaces. This

material stains pale green with Mallory

stain. It is usually retracted from the al-

veolar wall. The septa of the involved al-

veoli are usually thin and delicate. There
is a characteristic absence of an inflam-

matory response to or organization of the

material accumulated in the alveoli. Oc-

casionally the alveoli are thickened focally

by fibrosis or infiltration with fat-filled

phagocytes and round cells. In some cases

the alveolar septa have been partly or

completely lined by plump cuboidal septal

cells, some of which have finely granular

eosinophilic cytoplasm which seems to

blend with the material in the alveoli and

is PAS positive in areas. Desquamated
alveolar cells can be seen within the al-

veoli undergoing degeneration and blend-

ing in with the material filling the alveo-

lar spaces. Occasionally multinucleated

giant cells are noted along the septa. 2

Several Theories Proposed

Several theories have been proposed for

the origin of the material in the alveoli:

a) damage to local alveolar clearing me-

chanism; 4 b) damage to or a defect in the

pulmonary capillaries with exudation of

plasma components; 50 c) abnormality of

pulmonary surfactant; d) immune reac-

tion; or e) abnormality of metabolism of

alveolar or bronchial epithelial cells. The
most popular theory for the origin of the

PAS positive material is that it is the

product of desquamation and degenera-

tion of the large septal cells that have

been observed in several cases. Electron

microscopy has shown that these plump
cells are granular pneumocytes. 4

-
7 Sur-

factant is synthesized by granular pneu-

mocytes (type II alveolar cells).818

Cells’ Presence Indication

In some cases of PAP, the alveoli have

a practically continuous lining of granular

pneumocytes, and in others they are rare.

If these cells produce the material filling

the alveoli, their presence could be some
indication of the activity or inactivity of

the disease. However, plump cuboidal cells

are seen lining the alveoli in a number of

other pathologic conditions. In these con-

ditions, authors have described them as

desquamating into the alveolar lumen to

phagocytize foreign material and necrotic

matter. 14

PAS Positive Material

PAS positive material can sometimes be

seen in cells lining the alveoli in cases of

pulmonary alveolar proteinosis. Workers
who studied a case in which serial biopsies

were done proposed that these cells were
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phagocytic and were clearing the PAS
positive material from the alveolar lu-

men .

15 Their original biopsy, taken two

years after the first roentgenographic

evidence of a pulmonary infiltrate, at a

time when the disease process was ac-

tive and untreated, showed only a few of

the involved alveoli with a cuboidal lining.

A second biopsy was obtained one and one

half years later, four months after endo-

bronchial heparin instillations. This was
at a time when the patient was improving

clinically, and the chest roentgenogram
was clearing. Biopsy at that time showed
marked hyperplasia of the lining epithe-

lium and thickening of the alveolar septa.

In these areas the alveoli were filled with

large mononuclear cells containing PAS
positive intracytoplasmic granules. There

are other patients who have had serial bi-

opsies
;

16 -18 however, electron micrographs

of biopsy specimens obtained at times

when the patients’ chest roentgenograms

showed progressive improvement show
conclusively that the cells lining the al-

veoli are granular pneumocytes (type II

alveolar cells ).
4 Many macrophages were

noted, but only within the alveolar space

and in the alveolar septa beneath the base-

ment membrane. Granular pneumocytes

are a distinct type of cell and are not

the same cell as the alveolar macrophage .
10

They probably are not phagocytes and are

definitely secretory cells .

8

Dyspnea Usually Present

Patients with PAP usually give a his-

tory of slowly progressive dyspnea on ex-

ertion, developing over a period of months.

They may have been hospitalized previ-

ously for dyspnea or pneumonia. Rarely,

asymptomatic patients have been discov-

ered through routine chest roentgeno-

graphic checks. Cough may or may not be

present, and it is sometimes productive of

sputum which is typically described as

hard and chunky. Chest tightness is un-

common, and pleuritic pain is rare except

when there is superimposed pneumonitis.

Low grade fever rarely may occur in the

absence of secondary infection. However,

December, 1969—Vol. 121, No. 12

these patients characteristically have in-

termittent episodes of fever, chills, and

yellow, purulent sputum which respond to

antimicrobials .

19 These attacks have been

interpreted as intercurrent pneumonia.

Although sputum examination is often neg-

ative at these times, gram stain and cul-

tures should be done. Other complaints

have been weight loss, anorexia, exhaus-

tion, hemoptysis, and easy fatigability.

Spontaneous pneumothorax is an occasion-

al complication .

20 -21

PE Often Negative

The physical examination is often en-

tirely negative. The lungs occasionally re-

veal decrease in the breath sounds and

subcrepitant rales in the lower lung

fields .

22 In severe cases there may be

hyperpnea, cyanosis, clubbing, a loud P 2 ,

or physical signs of right ventricular

failure.

Chest Film Important
The chest roentgenogram is an impor-

tant aid to diagnosis. The original paper

on PAP comments on the consistency of

the roentgenographic findings. The roent-

genographic picture closely resembles that

of acute pulmonary edema, except that the

heart is of normal size .

22 There are den-

sities bilaterally with radiation from the

perihilar areas in a butterfly distribution.

The involvement is most severe in the

lower lung fields. The pattern is not un-

like sarcoidosis, except that there is no me-
diastinal node enlargement. It also re-

sembles interstitial pneumonia, alveolar

cell carcinoma, lymphoma, desquamative

interstitial pneumonia, alveolar microli-

thiasis, carcinomatosis, and the peripheral

atelectasis of hyaline membrane disease .

23

The chest roentgenogram reveals a diffuse

bilateral process that can involve any lobe

and different lobes to different degrees.

There are patchy areas of fine, soft, feath-

ery, mottled or granular densities which

have an acinar pattern and show a lobu-

lated rosette appearance .

22 This pattern is

caused by any disease process in which
there are groups of alveoli filled with

radiopaque material .

24 It should be con-
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trasted with the reticular pattern which

is seen when the supporting tissue of the

lung is thickened by interstitial disease.

The densities can become confluent. Ra-

diolucent areas of hyperinflation and

areas of plate-like atelectasis can be pro-

duced when the thick tenacious alveolar

material partly or completely occludes

bronchioles. There can be complete histo-

logic and roentgenographic resolution.

Areas undergoing resolution may show a

reticular pattern and Kerlev’s B lines.

This picture corresponds to the thickening

of interalveolar septa by fibrosis and

mononuclear phagocyte infiltration which

are seen in biopsy. Some resolved cases

show residual interstitial fibrosis. 22

Superimposed Pneumonia May
Complicate

The roentgenographic picture of PAP
may be complicated by a superimposed

pneumonia. However, after treatment of

the pneumonia, the typical pattern is seen

remaining. The disease clears from the

periphery toward the hilum. Broncho-

grams and bronchoscopy are usually nega-

tive. Striking roentgenographic changes

and often meager symptoms and physical

findings can suggest the diagnosis. The
roentgenographic picture often lags be-

hind the clinical picture in phases of re-

covery and correlates poorly with respira-

tory impairment and symptoms. 22 '23 A
case has been reported in which there

was extensive lung involvement with clear

lung fields by roentgenogram. 25

Pulmonary Function Studies Helpful

Pulmonary function studies are helpful

in evaluating these patients. 15 In uncom-
plicated cases there is restrictive lung

disease with a proportionate decrease in

both the total lung capacity and vital ca-

pacity. The normal ratio of residual vol-

ume to total lung capacity is preserved.

Compliance is decreased. There is little or

no obstructive component, and maximal
breathing capacity is preserved much bet-

ter than vital capacity. No abnormality

in intrapulmonary mixing and distribu-

tion of inspired gases is found. The find-

ings are those of the alveolar capillary

block syndrome with hyperventilation at

rest and some anoxemia at rest with

marked increase in anoxemia following

exercise. The arterial carbon dioxide lev-

els are near normal. Decreased carbon

monoxide diffusion capacity and increased

alveolar arterial oxygen gradient occur.

In severe cases, it is impossible to achieve

arterial oxygen saturation even when the

patient is breathing 100 percent oxygen.

This is evidence of physiologic shunting of

blood through alveoli that are perfused

but not ventilated. The pulmonary func-

tion and blood gas studies correlate close-

lv with the clinical picture in following

the progress of the disease. 10 ’ 21 The serum
lactic dehydrogenase may be useful in

separating pulmonary alveolar proteinosis

from other diffuse infiltrative lung dis-

eases and in following the activity of the

disease. Elevated levels of lactic dehydro-

genase (with normal values of serum glu-

tamic oxaloacetic transaminase) are found

in some cases of pulmonary alveolar pro-

teinosis whereas values in other diffuse

lung diseases, which may be confused with

it clinically, are within normal limits.

Lactic dehydrogenase values seem to cor-

relate with the clinical and roentgeno-

graphic picture, but a normal serum LDH
does not exclude pulmonary alveolar pro-

teinosis. 5
’
10

’
26 The electrocardiogram shows

evidence of right ventricular hypertrophy

and cor pulmonale in some of the more
symptomatic cases of PAP. Cardiac cathe-

terization of patients with severe disease

revealed pulmonary hypertension which

abated with relief of hypoxia. 27

Lung Biopsy Necessary

Most authors believe that the only wray

a diagnosis of PAP can be made unequiv-

ocally is by lung biopsy showing the

pathognomonic changes. Scalene lymph
node biopsies reveal only reactive hyper-

plasia. Morphologic and histochemical

studies of multiple sputum specimens

(both spontaneous and induced) occasion-

ally can be helpful in supporting a suspi-

cion of PAP. Bronchial excretions in gen-
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eral are PAS positive, and PAS positive

material is found in the sputum in a va-

riety of conditions. Sputum from persons

with PAP contains abundant amounts of

ordinary mucus in addition to the material

which is seen in the alveoli on lung biopsjr
.

The diagnostic material in the sputum is

morphologically similar to that in the al-

veoli with H & E stains. It is deeply pink

staining, granular and floccular, and has

characteristic acicular spaces. It is not

positive with alcian green or mucicarmine
and stains green with orange particles by
the Masson’s trichrome stain. With the

modified Hale colloidal iron stain, the ma-
terial is a paler blue than the deep blue

which is seen in other conditions, or it is a

pale green with focally pink-staining re-

gions. Although the diagnostic material

has been found in deep cough specimens, it

is found much more consistently in ma-
terial which is obtained during bronchial

floodings. False negative results are pos-

sible with the sputum examination, and

an open lung biopsy should be done if pos-

sible in all patients. 28 '32

Material Chiefly a Phospholipid

The intra-alveolar material has been

found to be chiefly a phospholipid that is

largely palmitovl lecithin, and for this rea-

son heparin instillations have been used

therapeutically in some patients. The ma-
terial is qualitatively similar to the lipids

that are characteristic of normal lung but

quantitatively excessive. Palmitoyl leci-

thin is the phospholipid that is the lung’s

normal surfactant. 33 However, the mate-

rail that accumulates in the alveoli also

contains denatured proteins and fatty acid

cholesterol in addition to immunologically

competent proteins derived from plas-

ma. 5 ’ 34 In vitro studies have indicated

that this material is a good culture medi-

um for tuberculosis, nocardia, and asper-

gillosis.35

Chronic Hyperlipidemia Rare
Other patients with PAP have been re-

ported to have chronic hyperlipidemia;

however, this association is rare and prob-

ably coincidental. 5 * 26 >
36 '37 Patients with se-
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vere respiratory insufficiency usually have

secondary polycythemia. In some rare in-

stances, pulmonary alveolar proteinosis

has been associated with myeloprolifera-

tive disorders [thrombocvthemia, aplastic

anemia, chronic granulocytic leukemia,

leukopenia with sheets of blast cells in the

marrow, multiple myeloma, and mono-
clonal gammopathy (essential hyperglobu-

linemia) ] ,
38 '43

Natural History Varies

The natural history of pulmonary alve-

olar proteinosis varies considerably from
patient to patient. There are reports of

two patients who were asymptomatic at

the time the disease was discovered by
routine roentgenographic checks. 44 '45 Oth-

er patients develop rapidly progressive

dyspnea over two or three months with

death occurring shortly thereafter from
severe respiratory insufficiency. There

have been reports of spontaneous, com-

plete remissions even in patients who were

severely ill at one time. 46 This makes it

difficult to assess the significance of re-

missions reported with various forms of

therapy. The patient in this report has

been asymptomatic for over five years.

Long-term Chronic Problem
Pulmonary alveolar proteinosis is a

long-term chronic problem in a significant

portion of cases; and in one review of the

literature at a time when 93 cases were

available for study, 37 patients had died,

18 as a result of hypoxia, and 19 of other

complications. 25 An interesting feature of

the disease is the frequency with which

secondary infections due to uncommon op-

portunistic pathogens occur. 2
’
25 Nocardia

asteroides is the most common offender

with frequent brain abscess forma-
tion. 2 - 6 - 43 Aspergillosis,38 '40 cryptococco-

sis,47 mucormycosis,39 and tuberculosis26

have each been reported in association

with PAP. 2
’
25 Brain abscesses due to Pro-

teas vulgaris were reported in two cases. 2

Intranuclear cytoplasmic inclusions sug-

gesting herpes simplex infections were

found at autopsies done in two pediatric

cases. 1 Superimposed pneumonia with var-
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ious bacterial pathogens are not an infre-

quent complication. 22

Treatment
Many forms of treatment have been

tried. There is now ample evidence that

adrenocortical steroids are of no value,

and they increase the already significant

chance of infections. The rationale for the

use of these anti-inflammatory agents is

particularly dubious in light of the con-

spicuous lack of inflammatory response in

biopsies of pulmonary alveolar protein-

osis. 19

Most approaches to therapy have been

aimed at assisting the lung in clearing it-

self of tenacious material which plugs the

alveoli. Large doses of potassium iodide

were thought responsible for the complete

recovery of two patients who had se-

vere respiratory insufficiency. 15
’
48 Various

agents have been administered via endo-

bronchial lavage, as aerosols via intermit-

tent positive pressure breathing, and oral-

ly or parenterally in the hope that they

would liquefy the material in the alveoli

and render it less viscous.

Segmental Pulmonary Washing
Segmental pulmonary washing with sa-

line solutions of heparin or acetyl cysteine

via endobronchial catheter has been re-

ported to result in complete clearing in

five cases as well as considerable sympto-

matic and roentgenographic improvement
in several other cases. 5 - 1G ‘18

-
2G

-
3G

-
49 The lat-

est modification of this technique is mas-
sive lavage of an entire lung while the

opposite lung is isolated and maintained

on 100 percent oxygen. 18 The material

within the alveoli contains a large quan-

tity of lipoprotein, and heparin is an acti-

vator of lipoprotein lipase. Subcutaneous

heparin therapy has been unsuccessful.

Endobronchial heparin instillation may be

associated with the delayed onset of fever

and arthralgia which usually can be pre-

vented by prior administration of adreno-

cortical steroids. Acetyl cysteine is a mu-
colytic agent which has been used success-

fully without heparin. When it is used, the

bronchial washings contain fewer mucus

plugs. The principal workers with bron-

chial lavage have done in vitro testing of

11 different agents and found that hepa-

rin, trypsin, and hyaluronidase were the

most effective in reducing the viscosity of

the pulmonary washing. However, they

believe that the irrigating fluid is not as

important as the mechanical cleansing

produced by the irrigation. They stress

that the lavage method should be used

when secondary infection is present be-

cause it combats stasis and removes the

alveolar plugs which contain a good cul-

ture medium. In cases with secondary in-

fection with aspergillosis, they recommend
lavage with 1 percent sodium iodide solu-

tion. 26

Aerosol Mist of Trypsin

Three cases have been reported in which
an aerosol mist of trypsin administered

via intermittent positive pressure breath-

ing (occasionally also with oral trypsin

and chymotrypsin therapy) was thought

to have been responsible for complete

roentgenographic and physiologic remis-

sion. 29
-
5 °-51 The use of trypsin aerosol is

associated with cough, perioral burning,

retrosternal chest pain, and fever together

with increased sputum production. 51 It has

also been associated with bronchial spasm.

The symptoms indicate that trypsin is an

irritant to the tracheobronchial tree. Oral

trypsin and chymotrypsin are not asso-

ciated with these complications, but are

probably not as effective.

Other Types of Enzymes Administered

Other types of enzymes have been ad-

ministered via intermittent positive pres-

sure breathing. Streptokinase-streptodor-

nase aerosols either alone19 or in combina-

tion with pancreatic dornase21 have result-

ed in partial remission and a long-term

complete remission in one case. 21 In an-

other reported case, a patient responded

to pancreatic dornase, steroids, and expec-

torants after lung lavage failed. 52 The use

of streptokinase-streptodornase aerosols is

associated with fever, chest pain, sweats,

and increased sputum production.
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Response to Endobronchial Infusions

Cases of PAP have been reported which
failed to respond to trypsin or pancreatic

dornase which subsequently responded to

endobronchial infusions. 5
’
16 Intermittent

positive pressure breathing therapy with

bronchodilators alone has little effect on

the course.

Summary
A case history of biopsy-proved pulmo-

nary alveolar proteinosis in a 52-year-old

man is presented. The patient had a short

course of potassium iodide therapy with-

out any appreciable effect, but showed
dramatic improvement in his chest roent-

genogram and pulmonary function studies

three months later. He has had no respi-

ratory symptoms and has had a negative

chest roentgenogram for over five years.

Reports of complete recovery from pul-

monary alveolar proteinosis are rare, par-

ticularly without any therapy. The fact

that spontaneous complete recovery is pos-

sible makes evaluation of various forms of

therapy difficult.
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Cardiac Catheterization: An Indispensable

Cardiovascular Diagnostic Procedure

• Information derived from cardiac catheterization should be used in

conjunction with routinely available clinical findings in the evaluation

of cardiac murmurs, cardiac function and the coronary arteries.

These data are essential before total correction or palliation of the

cardiac abnormality by a surgical procedure.

f'ARDIAC catheterization in man was
first performed by Werner Forss-

mann in 1929. In an attempt to introduce

therapeutic chemical agents directly into

the heart chambers, he passed a catheter

by way of his left median basilic vein di-

rectly into the right atrium. 1 Though it

was to be many years before the full po-

tentialities of this method were realized,

it was subsequently utilized for the per-

formance of pulmonary angiography in

the mid 1930s and later by Andre Cour-

nand and D. W. Richards in 1941 for

hemodynamic investigations and the diag-

nosis of congenital heart disease. Forss-

mann, Cournand and Richards later re-

ceived the Nobel prize in physiology and

medicine in 1956 for their contributions in

the cardiovascular field related to heart

catheterization.

Catheterization is an essential diagnos-

tic aid which is commonly used in the

assessment of cardiovascular disease. It

has become routine in most cardiac centers

of the world today. Information which is

gained from catheterization of the heart

and great vessels is critical in providing

an exact diagnosis in those cases where
cardiovascular surgical intervention is

contemplated. In other cases, the pro-

cedure is beneficial in evaluating the ex-

tent of disease or ruling out disease of the

cardiovascular system.

* Cardiologist, 1707 Sunset, Houston, Texas

77005.

fProfessor of medicine, Baylor College of

Medicine, 1200 Moursund Avenue, Houston,

Texas 77025.

December, 1969—Vol. 121, No. 12

LOUIS L. LEATHERMAN, MD*
JAMES K. ALEXANDER, MDf

Houston

The majority of congenital cardiac le-

sions are operable; therefore, it is im-

perative that each infant and child with a

suspected defect be evaluated by catheteri-

zation. Surgical treatment of congenital

cardiac anomalies has taken great strides

since the first ligation of a patent ductus

arteriosus. 2 Comparable gains have been

made in the diagnosis and treatment of

these anomalies by cardiac catheteriza-

tion. 3 Useful information is being ob-

tained today regarding the results of com-

plete surgical correction of congenital car-

diac lesions, myocardial revascularization

procedures, prosthetic valve replacement

and other operative procedures. Informa-

tion which is secured from patients with

inoperable congenital heart disease is help-

ful to the cardiologist in discussing the

prognosis with the parents and in follow-

ing the natural course of these anomalies.

Diseases or situations where cardiac

catheterization may be indicated are listed

in Table 1. Catheterization is not always

TABLE i

SITUATIONS WHERE CARDIAC CATHETERIZATION

MAY BE INDICATED

1. Suspected or known congenital heart

disease.

2. Valvular heart disease.

3. Coronary artery disease.

4. Evaluation of “functional murmurs”.

5. Primary myocardial disease.

6. Suspected intracardiac tumors.

7. Disease or anomalies of the great

vessels.

8. Trauma to the heart or great vessels.

9. Suspected pericardial effusion.

10.

Assessment of function after cardiac

surgery.
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necessary in patients with one of the dis-

eases listed, and selection of patients for

evaluation by this method must be made
on an individual basis; this is done usually

by a cardiologist who is experienced in the

procedure. Infants with congenital defects

are often critically ill and require special

consideration and preparation before cath-

eterization is performed.

Pressure determinations, oxygen satura-

tion, catheter course and hydrogen curves

give the cardiologist a great deal of infor-

mation above and beyond the routine elec-

trocardiogram and chest roentgenogram.

Direct or indirect pressure measurements

in the various cardiac chambers and great

vessels reflect obstructive lesions when
present. Distinctive characteristics of the

pressure tracing are frequently of value

both in confirming stenosis and in the di-

agnosis of valvular insufficiency. Deter-

mination of the oxygen saturation is use-

ful in detection of intracardiac shunting

and catheter location. Hydrogen curves

are more sensitive indicators of shunting

and are used routinely in some labora-

tories. Angiographic evaluation of cham-
ber positions, chamber thickness and the

intracardiac flow of blood is frequently

critical for an accurate diagnosis.

Valvular heart disease, regardless of

etiology, is the most common and probably

the most readily assessed heart disease by
catheterization. Pressure determinations

are obviously critical in evaluating valvu-

lar stenosis and/or insufficiency. Obstruc-

tion to the flow of blood, regardless of

the site, is usually reflected by a change

in pressure as the catheter transverses the

site. The presence of aortic valvular calci-

fication with a typical murmur of stenosis

of the valve is not an indication for surgi-

cal intervention unless a significant gradi-

ent is present. Fig 1 depicts a left ven-

tricular systolic pressure which is 110 mm
greater than the pressure in the aortic

root; this indicates a severe obstruction

to flow at the aortic valve. Similar direct

Fig 1. Simultaneous brachial artery and left ventricular pressures were recorded from a patient

with significant aortic stenosis. Shaded area in tracing corresponds to the 110 mm of mercury gradient

across the aortic valve.
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pressure measurements may indicate ob-

struction of the pulmonary or tricuspid

valves. In evaluating mitral valve lesions,

indirect pressure determinations in the

pulmonary capillary wedge position and

left ventricle will usually suffice. The
pressure in the wedge position is a reflec-

tion of the left atrial pressure; and, there-

fore, when this is compared with the left

ventricular end-diastolic pressure, the gra-

dient across the mitral valve can be de-

termined. The degree of valvular insuf-

ficiency is reflected by changes in the

wedge pressure and pressure wave con-

figuration. Chamber hypertrophy or dila-

tation, valvular insufficiency, and myo-
cardial contractility are more accurately

assessed by power injection of radiopaque

dyes into the appropriate chamber or

vessel.

The introduction of the Sones technic4

for selective visualization of the coronary

arteries has enabled the cardiologist to

gain considerable additional anatomic in-

formation. This is obtained only by the in-

stillation of contrast material with a spe-

cial catheter directly into first one and

then the other main coronary ostium.

Table 2 covers indications for performing

selective coronary arteriography. Visual-

TABLE 2

INDICATIONS FOR PERFORMING SELECTIVE

CORONARY ARTERIOGRAPHY

1. Coronary artery disease.

2. Suspected coronary artery disease,

especially in young persons.

3. Suspected primary myocardial disease.

4. Congenital anomalies of the coronary

arteries.

5. Aortic valvular stenosis and insuffi-

ciency.

6. Patients with ventricular aneurysms.

ization of the coronary arteries is impera-

tive before myocardial revascularization

procedures are performed. Information

which is gained from a selective coronary

arteriogram is critical in determining the

type of surgery to be performed. Knowl-

edge of the extent of coronary arterioscle-

rosis is also valuable to the clinician in

patient management, as a guide to medical

December, 1969—Vol. 121, No. 12

therapy and in determining prognosis.

The correlation between the extent of cor-

onary artery disease as determined by se-

lective angiograms and the findings when
the vessels are examined at autopsy is

good. The demonstration of normal cor-

onary vessels in a patient who has been

treated for “coronary insufficiency” or a

“myocardial infarction” is most reward-

ing. Many such patients have returned to

work and normal activities.

Benign murmurs can usually be recog-

nized by several clinical criteria. 5 These

murmurs are due to a dilatation of the

mitral annulus, a straight back with com-

pression of the heart, a venous hum and

other nonpathological causes. Improved
surgical therapy now makes it imperative

that the differentiation between innocent

and pathologic murmurs be made; this

often necessitates catheterization.

Primary myocardial disease, suspected

intracardiac tumors and disease or anom-
alies of the great vessels are additional in-

dications for catheterization with selective

coronary arteriography often necessary to

distinguish coronary artery disease from
primary myocardial disease. Certain clini-

cal features may be suggestive of an in-

tracardiac tumor; but only with the injec-

tion of contrast material can the diagnosis

be confirmed before surgery. The exact

location and severity of congenital vascu-

lar lesions such as coarctation of the aorta,

dissecting and localized aneurysms of the

thoracic aorta as well as traumatic in-

juries of the myocardium and great ves-

sels may also be defined by angiographic

technics.

Assessment of hemodynamic function

after successful cardiovascular surgery is

not done routinely on all patients; but in

selected cases, important and useful in-

formation is acquired. The determination

of patency of internal mammary artery

implants, as well as myocardial function

after revascularization procedures, is one

situation where postoperative studies are

indicated. The diagnosis and determina-

tion of the severity of leaks occurring at

the sewing ring in patients with prosthet-
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ic valves can be confirmed by catheteriza-

tion and the injection of contrast material.

Pericardial effusion and constrictive peri-

carditis can usually be diagnosed by care-

ful examination of the patient and appro-

priate laboratory tests. However, in some
cases catheterization is helpful in substan-

tiating these diagnoses, or in differentiat-

ing constrictive pericarditis from pri-

mary myocardial disease.

There are other procedures which may
be performed at the time of catheteriza-

tion. Cardiac output, which is often de-

termined routinely at catheterization, is a

useful index of myocardial efficiency. Cor-

onary blood flow determinations, intra-

cardiac phonocardiography and intracar-

diac electrocardiography are specialized

procedures and are not part of the routine

catheterization in most clinical labora-

tories today.

Technic

Details of the technical procedure in

catheterization are not important to the

great majority of physicians. However,

a general knowledge is desirable so that

the physician can discuss the procedure

intelligently and help allay anxiety in his

patients. Infants and young children are

usually premedicated with meperidine hy-

drochloride and cholorpromazine to assure

cooperation. Premedication is rarely indi-

cated in older children and adults. The
alteration of resting pressures by sedation

and the occasional need to obtain hemo-
dynamic data after exercise make pre-

medication undesirable. In selected pa-

tients, small doses of intramuscular diaze-

pam have been effective in relieving ten-

sion and anxiety. After administration

of a local anesthetic, a cutdown is per-

formed over the right or left saphenous

vein in infants and very small children or

over the right antecubital vein in adults.

The patient is supine on the fluoro-

scopic table. Catheter position is moni-

tored both by pressure and fluoroscopy.

The use of image intensification has pro-

vided a clearer picture and has eliminated

the necessity of working in a completely

dark room. Catheter course, ventriculo-

grams and angiograms may be recorded

on serial cut films or cine film.

Complications

Significant complications which are re-

lated to catheterization are rare. Arrhyth-

mias, consisting of frequent premature
ventricular contractions and short runs of

ventricular tachycardia, are occasionally

observed and end abruptly when the cathe-

ter is withdrawn from the heart. On oc-

casion, asystole, ventricular tachycardia

or fibrillation occur with injection of con-

trast material into the coronary ostium

during selective studies; but these re-

spond to prompt countershock and resus-

citative measures. Complications that are

associated with the arteriotomy are per-

haps the most aggravating to the physi-

cian using the procedure. Loss of the

pulse distal to the arteriotomy can occur

in the most experienced hands. Experi-

ence, technic, use of heparin, and the time

that the artery is occluded are all factors

affecting artery loss.

Summary
The physician today is obligated to be

relatively sure of the etiology of all car-

diac murmurs of his patients. Most intra-

cardiac, congenital and acquired, obstruc-

tive defects are amenable to surgical cor-

rection and thus must be clearly defined.

Cardiac catheterization is a safe, easy and

essential ancillary diagnostic procedure.

The use of data derived from catheteriza-

tion, in conjunction with routinely avail-

able clinical information, will clearly de-

lineate the great majority of these defects.

It is frequently imperative that the intra-

cardiac defect or extent of coronary artery

disease be defined and treated early before

irreversible myocardial damage occurs.

References
1. Forssman, Werner: Die sondierung des rechten her-

zen, Klin Wschr 8, 2085, 1929.

2. Gross, R. E. : and Hubbard, J. P. : Surgical Ligation

of a Patent Ductus Arteriosus. JAMA 112:729, 1939.

3. Rashkind, W. J. ; and Miller, W. W.: Creation of

an Atrial Septal Defect Without Thoracotomy: A Pallia-

tive Approach to Complete Transposition of the Great

Arteries, JAMA 196:991, 1966.

4. Sones, F. M.; and Shirley, E. K. : Cine Coronary

Arteriography, Mod Cone Cardiov Dis 31 (July) 1962.

5. Keith, Rowe, Vlad: Heart Disease in Infancy and

Childhood, ed 2, p 17, Macmillan Co., New York, 1967.

380 J. Louisiana State M. Soc.



The Pathogenesis and Treatment of

Isoniazid-Resistant Tuberculosis in 13 Patients*

• Resistance to isoniazid developed in 13 clinic patients. The author

discusses their treatment and accounts tor their drug insensitivity.

T SONIAZID is the most effective, best

tolerated, and cheapest antituberculosis

drug. When used with streptomycin in the

initial treatment, it can arrest tuberculosis

in over 94 percent of the patients, irre-

spective of the stages of their disease or of

their standards of living. 1 According to

Mitchison, 2 who considers isoniazid bac-

tericidal as well as bacteriostatic, the first

dose stops the multiplication of sensitive

tubercle bacilli in a few hours. Isoniazid

resistance means a protracted illness and

a guarded prognosis. 3

Resistance to isoniazid developed in 13

patients who attended the New Orleans

Tuberculosis Clinic. In this report, I dis-

cuss their treatment and account for their

drug insensitivity.

Patients

This study comprised case material

from the ten men and three women (ages,

29-62) who had isoniazid-resistant, reacti-

vated, pulmonary tuberculosis while they

were attending the New Orleans Tubercu-

losis Clinic between January 1965 and De-

cember 1968. Their selection for study was
based on the following criteria: 1) Previ-

ous treatment with isoniazid had arrested

their tuberculosis disease; 2) They showed

clinical and radiographic signs of reacti-

vated pulmonary tuberculosis; and 3) At
least three of their sputum cultures con-

tained Mycobacterium, tuberculosis resis-

* From The New Orleans Tuberculosis Clinic,

Health Department of the City of New Orleans.

f Clinician, Bureau of Tuberculosis Control,

Health Department of the City of New Orleans;

Associate clinical professor of medicine, Tulane

University School of Medicine.

Reprint requests to Doctor Greenberg, 3600

Prytania Street, New Orleans, Louisiana 70115.
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tant in vitro to 0.2 mcg/ml of isoniazid. 1

All clinic notes and social workers’ re-

ports were reviewed. All available chest

roentgenograms and bacteriologic and

other laboratory data were examined. Also

reviewed were hospital records of patients

who were admitted to the Charity Hospital

of Louisiana as well as abstracts contain-

ing pertinent data from the records of pa-

tients who were admitted to other hos-

pitals.

Results

Initial tuberculosis : Three patients had

minimal exudative pulmonary tuberculosis

when they were first seen. But ten pa-

tients, of whom eight had tuberculous

cavities, had advanced disease ( Fig 1 )

.

Many patients also exhibited signs of a

severe mental disturbance: six gave his-

Fig 1. a. Fibrous and exudative lesions coexist

mostly in right upper lobe.
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Fig 1. b. Chemotherapy, though interrupted,

has arrested the disease. Fibrosis has retracted

the right upper lobe.

Fig 1. c. Years later, isoniazid-resistant super-

infection has produced cavitation.

tories of long-standing alcoholism; one had
been treated for paranoid schizophrenia;

and one was a habitual criminal.

Initial treatment: Their initial chemo-

therapy included isoniazid, para-amino-

salicylic acid, and in six instances strepto-

mycin. It arrested the pulmonary disease

and converted the sputa of these patients

for the intervals that ranged from 1 to 11

years. However, only one patient (Fig 2)

had received even 16 months of uninter-

rupted chemotherapy.

Fig. 2. a. Isoniazid, streptomycin, para-amino-

salicylic acid, and right upper lobectomy convert-

ed this tuberculous barmaid’s sputum.

Fig 2. b. After isoniazid-resistant bacilli

spread through her upper-lobe bronchi, she died.
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The other patients had interrupted

their treatment. Eight left the hospital

abruptly, after 4 to 12 months, and sub-

sequently refused to accept regular treat-

ment from the outpatient clinic. Four oth-

ers stayed in the hospital until discharged,

after 5 to 11 months, but also neglected

their outpatient treatment.

Reactivated tuberculosis : When reacti-

vation was recognized, all 13 patients had
advanced disease and all excreted isonia-

zid-resistant tubercle bacilli (Fig 3). Re-

sistance to the other primary antitubercu-

Fig 3. a. This man’s temperature was 104 de-

grees F. ;
his sputum contained bacilli resistant to

all three primary antituberculosis drugs.

losis drugs was also common. The sputum
cultures of five of the six patients, whose
initial treatment had included that drug,

contained Mycobacterium, tuberculosis re-

sistant in vitro to 2.5 mcg/ml of strepto-

mycin. Of these patients, four also ex-

creted bacilli, resistant in vitro to 1.0

mcg/ml of para-aminosalicylic acid.

Although reactivated tuberculosis made
most patients acutely ill, only six came to

the clinic before their scheduled visits.

They had painful or life-threatening com-

plications such as heart failure, one pa-

tient, tuberculous laryngitis, two patients,

Fig 3. b. Recovery followed lobectomy and
treatment with isoniazid, prednisone, ethambutol,

kanamycin, pyrazinamide, and cycloserine.

tuberculous pleuritis, one patient, and

hemoptysis, two patients.

Re-treatment: Table 1 lists the results

of re-treatment. None of the nine patients

with sputum conversions at six months

had a bacteriologic relapse. Three have re-

TABLE I

RE-TREATMENT OF 13 PATIENTS

(AFTER 6 MONTHS)

Sputum Positive

Died conversion sputum

2 9 2

mained sputum-negative for two years or

longer (Fig 4). But despite chemother-

apy, two patients remained sputum-posi-

tive; and two others died.

Re-treatment regimens included isonia-

zid in a daily dosage of 600 mg or more.

Also included were pyridoxine and appro-

priate combinations of nine other antitu-

berculosis drugs: streptomycin, para-ami-

nosalicylic acid, viomycin, kanamycin, cap-

reomycin, cycloserine, Pyrazinamide®, eth-

ionamide, and ethambutol. One patient

underwent lobectomy, and two others re-

ceived brief courses of prednisone.
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Fig 4. Tuberculous effusion had collapsed most

of this woman’s left lower lobe. Treatment had

included isoniazid and four other antituberculosis

drugs.

Discussion

Inadequate chemotherapy led to the

isoniazid-resistant super-infections that

developed after years of bacteriologic

quiescence in 13 tuberculous patients.

Most had been prevented by severe mental

disturbances from completing initial treat-

ments. Unable to understand the gravity

of their illnesses, they had interrupted the

treatment as soon as they became sputum-

negative.

This erratic chemotherapy selected the

isoniazid-resistant strains that subsequent-

ly emerged. 5 The patients had taken

enough isoniazid, para-aminosalicylic acid,

and in six instances streptomycin to arrest

pulmonary disease and to destroy most, if

not all, of the sensitive tubercle bacilli in

their lungs. But they had interrupted the

treatment before it (and their own de-

fense mechanisms) permanently sup-

pressed the isoniazid-resistant mutants in

the bacillary population. 6

These naturally resistant organisms per-

sisted in a dormant state for an interval

of 1 to 11 years, but did not appear in

sputum cultures that were made during

this time. 7 The lack of inflammatory exu-

dates, the closure of draining bronchi, or

both, probably accounted for their ab-

sence. Once the patients showed clinical

and radiographic signs of reactivated tu-

berculous disease, isoniazid-resistant ba-

cilli appeared in their sputa.

Extensive cavitary disease and its com-

plications, cor pulmonale, hemoptysis, lar-

yngitis, or pleuritis, hampered their re-

treatment so that only nine patients re-

sponded favorably. It is also likely that

the acceptable dosages of certain secon-

dary drugs such as ethionamide, viomycin,

and cycloserine did not always produce

satisfactory blood levels.
5

For this reason, Kass8 and others 5 6 rec-

ommend using combinations of at least

three antituberculosis drugs which are

chosen according to pretreatment suscepti-

bility tests. The addition of isoniazid to

the re-treatment regimen, even though the

patient excretes tubercle bacilli resistant

to high concentrations of the drug, may
prevent growth of isoniazid-sensitive ba-

cilli that have persisted in a dormant state.

Also particularly useful in most re-treat-

ment regimens is the newly released drug

ethambutol, a substituted ethylenediamine

derivative which is unrelated to other

antituberculosis agents. Showing little

mycobacterial cross-resistance, ethambu-

tol is almost nontoxic with the important

exception that it occasionally causes re-

versible retrobulbar neuritis. 9 10

Summary
Isoniazid-resistant superinfections de-

veloped after 1 to 11 years of bacteriologic

quiescence in 13 tuberculous patients. A
survey of case records showed that by

present standards their initial antituber-

culosis chemotherapy had been inadequate.

In fact, 12 interrupted their initial treat-

ment soon after they had become sputum-

negative. This erratic chemotherapy se-

lected the isoniazid-resistant strains that

subsequently emerged.

Extensive cavitary disease and its com-

plications, cor pulmonale, hemoptysis, lar-

yngitis, or pleuritis, hampered their re-
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treatment so that only nine patients re-

sponded favorably. It is also likely that

the acceptable dosages of certain secon-

dary antituberculosis drugs such as eth-

ionamide, viomycin, and cycloserine did

not always produce satisfactory blood

levels.

References
1. Fox, W.: Changing Concepts in the Chemotherapy

of Tuberculosis, Amer Rev Resp Dis 68:767, 1968.

2. Mitchison, D. A.: Chemotherapy of Tuberculosis: A
Bacteriologist’s Viewpoint, Brit Med J 1 :1333, 1965.

3. Mayrock, R. L. : The Treatment of Tuberculosis,

Med Clin N Amer, 50:1433, 1966.

4. Summers, H. M.; and Russell, J. P. : “Indirect Drug
Susceptibility Testing,” in Commission on Continuing Ed-

ucation, Council on Microbiology: Manual for the Clinic-

ally Significant Mycobacteria: Their Recognition and

Identification, Chicago, 111. American Society of Clinical

Pathologists, chap 6, p 148, 1967.

5. Canetti, G. : Present Aspects of Bacterial Resistance

in Tuberculosis, Amer Rev Resp Dis 92:687, 1965.

6. Mitchison, D. A.: Problems of Drug Resistance,

Brit Med Bull 10:115, 1954-55.

7. McDermott, W. : Microbial Persistence, Yale J Biol

Med 30:257, 1958.

8. Kass, I. : Chemotherapy Regimens Used in Re-

treatment of Pulmonary Tuberculosis, Tubercle 46:151.

1965.

9. Donomae, I.: The Combined Use of Capreomycin
and Ethambutol in Re-treatment of Pulmonary Tubercu-

losis, Amer Rev Resp Dis 98:699, 1968.

10. Pfuetze, K.; Hinshaw, H. C.; Tucker, W. ; and
Chaves, A.: Panel Discussion: The Future of Ethambutol
and Capreomycin in the Chemotherapy of Tuberculosis,

Ann NY Acad Sci 135:1085, 1966.

December, 1969—Vol. 121, No. 12 385



Pseudotumor of the Gastric Fundus

Caused by an Accessory Spleen

A 34-YEAR-OLD white woman exper-

ienced daily nausea with occasional

vomiting- of small amounts of bitter ma-
terial for 18 months. She complained of

vague epigastric and right upper quadrant

pain which was not influenced by diet, ac-

tivity, position, breathing, or bowel func-

tion. There was diffuse abdominal tender-

ness, maximum in the epigastrium and

right upper quadrant. The liver was not

enlarged, and the spleen tip was palpated

at the left costal margin.

The hemoglobin was 13.5 Gm per 100

ml and the white blood cell count was

8,200 per mm3 with a normal differential

count. The urinalysis, BUN, and FBS were
normal.

An upper GI series (Fig 1) showed a

smooth, rounded filling defect at the supe-

rior aspect of the fundus of the stomach

just lateral to the gastroesophageal junc-

tion. The mucosal pattern in this area ap-

peared normal, and there were no abnor-

malities in the remainder of the stomach.

Although the attending physicians con-

cluded that her symptoms probably were
functional in origin, further diagnostic

studies were performed because of the ab-

normality found on x-ray.

Esophagoscopy demonstrated no abnor-

mality of the esophagus. Furthermore,

there was no displacement of the esopha-

gus in the region of the esophago-gastric

junction. A rounded tumefaction covered

by perfectly normal mucosa was seen by

* Assistant Professor of Medicine and Assist-

ant Dean for Clinical Sciences, Louisiana State

University School of Medicine in Shreveport,

Shreveport, Louisiana.

f Assistant Professor of Medicine and Asso-

ciate Dean, Medical College of Georgia, Augusta,

Georgia.

MARION D. HARGROVE, JR., MD*
Shreveport

ZACHARY M. KILPATRICK, MDf
Augusta

Fig 1. View of the stomach which is partially

filled with barium. There is a smooth indenta-

tion of the fundus caused by an extrinsic mass.

The underlying mucosa is not involved.

gastroscopy on the posterolateral aspect of

the fundic region.

Exploratory laparotomy was performed.

An accessory spleen was found atop the

gastric fundus.

Comment

Lesions of the gastric fundus are diffi-

cult to define because they do not produce

symptoms early, usually cannot be seen

with the gastroscope, and delineation of

this area by x-ray examination frequently

is difficult. The spleen is one of several

types of extragastric masses which may
indent the stomach. Because accessory
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spleens usually are located near the hilum

of the spleen, they are recognized less

commonly as a cause of indentation of

the gastric fundus.

New techniques may facilitate the diag-

nosis of indentation of the stomach by the

spleen or by an accessory spleen. Red cells,

labeled with chromium-51, will seques-

trate in the spleen or an accessory spleen,

enabling one to pinpoint their location.

Selective visceral angiography can dem-
onstrate the blood supply to the spleen

or to an accessory spleen and, seconds

later, outline the entire organ, again accu-

rately showing their location. Such pro-

cedures may allow one to diagnose the

cause of pseudotumor of the stomach and

avoid exploratory laparotomy.
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The Foreign Medical Graduate

We live in a directed economy which is

partially managed and at times woefully

mismanaged. As a part of misdirected

grandiose schemes, we are in a state of

active inflation about which much is said

and little is done. Consequent upon this is

the startling increase in the demands for

services; and as a result, a shortage exists

of those who can give such services in

nearly all fields.

Participating in such a socioeconomic

situation is an almost insatiable demand
for medical services. This is the result

partly of inflation, of the activities of the

do-gooders, such as Medicare and Medic-

aid, and of an exaggerated desire for

things medical stimulated by the public

press. The latter has encouraged the be-

lief that medical care is a right, that medi-

cine is a precision mechanism of care and

comfort, and that an insistent demand in

this field will be one which will be met.

The medical schools of the United States

have not for some years produced physi-

cians in sufficient numbers to meet the

population’s demands for medical services.

While one part of the AMA is urging that

additional schools be built, other factors

within the AMA find that the operation

of meticulous regulations retards the pro-

jected acceptance and opening of such

schools.

Into this situation has been drawn the

foreign medical graduate. The foreign

medical graduate is for practical purposes

described as a graduate of a medical school

outside of the United States and Canada.

For the past 20 years, they have come in

increasing numbers. Their education, pro-

fessional activities and placement here in

the medical community have been a source

of growing concern to responsible persons
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here and abroad.

Following strenuous and well directed

efforts, the American Medical Associa-

tion, the Association of American Medical

Colleges, and the American Hospital Asso-

ciation were successful in establishing a

committee which would assist and direct

part of the many matters which the for-

eign medical graduate brings to the Amer-
ican medical community. This is known as

the Educational Council for Foreign Med-
ical Graduates.

The goals were outlined in the annual

report of the ECFMG in 1962. There were
six. In substance, the aims were to serve

the public interest and to arrange that the

foreign medical graduate would be proper-

ly tested and evaluated in regard to as-

suming responsibility for the care of pa-

tients as interns and residents and in gen-

eral to expand the educational opportuni-

ties for foreign graduates in the hospitals

of the United States.

The ECFMG has given examinations to

any medical graduate who applied pro-

vided he had a certificate from one of the

700 medical schools listed over the globe

by the World Health Organization. Ques-

tions are derived from those previously

used by the National Board of Medical Ex-

aminers with certain difficult questions

eliminated.

The candidate may take the examina-

tions many times. It is stated that with

extraordinary tenacity of purpose approx-

imately 60 percent ultimately pass the

ECFMG examination and come to the

United States for training. After issuance

of the certificate, the ECFMG has no di-

rection of the foreign medical student.

The situations which pertain to the for-

eign medical graduate once he is in this

country have been studied by Margulies

and Bloch in a well-documented and bril-

liantly explanatory monograph. This gives

the benefits, difficulties and dangers

which many of these foreign medical grad-

uates face in the medical community of

this country. 1

It is remarked that foreign medical

graduates who migrate to the United

States have completely bypassed the most
effective measurement of professional

competence we know and use: graduation

from a US medical school. After consider-

ing available evidence, the authors re-

ferred to conclude that the FMGs have a

lower level of professional competence
than US medical graduates initially, when
they take the ECFMG examination, dur-

ing their period of medical education in

this country, and finally at the time they

take state board examinations. Forty per-

cent failed the state board examinations

from 1935 to 1966. The authors mention,

however, that no direct documentation can

be made of the competence of the approxi-

mately 30,000 FMGs who have previously

completed their years of training and have
remained in the United States.

The FMG may find himself in a teach-

ing affiliated hospital with an adequate

training program and with excellent op-

portunities for advancement. Other FMGs
may be in hospitals without such and in

which they are placed without adequate

instruction and supervision in positions of

being responsible for patient care for the

first time in their lives.

In many instances, the FMGs are not

trained for the type of medical situations

that they would expect to function in at

home and do return to their native coun-

tries complete misfits. They have to take

positions unsatisfactory to themselves and

below their competence. They may find

themselves experienced in procedures and

techniques well established in hospitals of

this country and beyond any possible reach

of practice situations in their native coun-

tries.

The number of FMGs coming to this

country has increased progressively in the

last 20 years. In 1966 and 1967, there

were 3,336 immigrants who were FMGs,
and 5,224 exchange visitors who were

FMGs making a total of 8,560. During

that same year, the graduates of the US
medical schools numbered only 7,743. For

the first time, there were more FMGs than

US medical graduates.

Not all of the immigrants will remain.
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The number is not subject to accurate de-

termination. It is thought that approxi-

mately 50 percent have no intention of re-

turning to their native countries.

In the years 1967 and 1968, the state of

New York licensed 4,832 physicians.

Among these were medical graduates of

more than 60 countries. From these 60

countries, 1,708 FMGs were licensed which
is 35.4 percent of the total number licensed

in the state. Of the foreign medical grad-

uates, 7.8 percent were natives of New
York State. 2

With the new immigration policy, it was
expected in the years 1968 and 1969 that

there would be more than 10,000 each year.

With the steady influx of more FMGs than

US medical graduates, we may find a sit-

uation where Gresham’s law is operative

in the field of medical service as much as

in the field of currency. That is, cheap

money drives out the dear money.

A competent reviewing authority has

considered the matter of whether the pres-

ent method of surgical training of foreign

medical graduates is being carried out

successfully in this country. It was point-

ed out by this reviewing authority that in

the American Board of Surgical Exami-
nations in 1968, 14 percent of USMGs and

42 percent of FMGs failed. Fourteen per-

cent of USMGs and 31 percent of FMGs
failed the oral examination. The thought

is advanced in concluding on the matter of

adequacy of surgical training that the

basic obj ectives of the program are not be-

ing fully attained. 3

Margulies and Bloch after careful con-

sideration of the many aspects of the prob-

lem make six recommendations:

1. The United States should fulfill its respon-

sibility and capability to meet the health care

needs of its citizens entirely from its own re-

sources. This should be done by marked expan-

sion of our own medical school output and with-

out planned dependence on FMGs.

2. Foreign medical graduates who do come to

the United States for graduate education should

be trained to meet the health care needs of their

own countries. They should be educated only in

institutions that have programs designed for that

purpose rather than in hospitals that have in-

ternships and residencies designed solely for our
society and our system of health care.

3. Foreign medical graduates who intend to

remain in this country permanently should be dis-

tinguished from those who plan to return to their

countries of origin. The two groups should be

selected differently, should meet different profes-

sional standards, and should receive different

kinds of education.

4. All physicians who provide health care in

the United States should be given equal treat-

ment, regardless of their country of education.

There should be no relaxation of requirements

for medical licensure or for the assumption of

other responsibilities or privileges that would in

any way diminish the quality of health services

which the physician provides.

5. Immigration laws should remain free of

discriminatory ethnic restrictions, either direct

or indirect, and should be equally unbiased in the

freedom of entry allowed physicians who wish to

migrate to the United States. The issuance of

visas to physicians on an occupational basis

should be consistent with the laws that govern
medical practice in the United States rather than
those that govern medical practice in the coun-

tries of origin.

6. Records should be maintained and pub-

lished, in the United States and elsewhere, to

make possible effective evaluation of the results

of physician migration and to provide the infor-

mation needed for continued monitoring and mod-
ification of the programs associated with their

migration.

It is apparent then that the problems

pertaining to the foreign medical graduate

are serious for him and serious for the

proper maintenance of adequate medical

care in this country. The recommendations

made by Margulies and Bloch, if imple-

mented, would correct an unjust and po-

tentially dangerous situation.

1. Margulies, H.; and Bloch, L. S.: Foreign

Medical Graduates in the United States, Cam-
bridge, Mass.: Harvard University Press, 1969.

2. Paige, J. W. : New York’s New Physicians,

NY State J Med 69:2689-2691 (Oct) 1969.

3. Personal communication to the editor.
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ORGAN I ZATION S E CTION
The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

SELF-EMPLOYED PHYSICIANS NOW
INSURED FOR DISABILITY
UNDER SOCIAL SECURITY

Many self-employed physicians reached an im-

portant social security landmark this October.

With their earnings covered since 1965, they have
now contributed to social security long enough
to be insured for disability.

Social security disability benefits can be paid

to an insured person under 65 who has a physical

or mental impairment so severe as to keep him
from doing any substantial work for a year or

longer. Payments begin after a waiting period of

6 full calendar months.

Benefits can be as much as $218 a month for a

disabled person alone and up to $434.40 a month
for a family. Self-employed physicians disabled

in the immediate future, however, would probably
not yet be eligible for these maximums since

their earnings have been covered by social secur-

ity for a relatively short time. Benefits are

figured from a person’s average covered earnings

over a period of years.

“This disability protection can be a valuable

supplement to the physician’s private insurance,”

said Bernard Popick, director of social security’s

disability program. “It is part of the total social

security package of protection—disability, re-

tirement, survivors and health insurance—to-

ward which the physician has been contributing.”

CORPORATE PRACTICE
Numerous court rulings favoring incorpora-

tion of physicians has caused us to recommend
to physicians that for several reasons they incor-

porate, particularly those in group practices. We
have always recommended that solo practitioners

proceed slowly and with good legal and account-

ing guidance. During recent months, many phy-

sicians have incorporated after having studied

the advantages of so doing. Principal corporate

practice advantages are that they are afforded

an opportunity to carry on their practices more
efficiently and economically while being entitled

to the same benefits that employees of other

corporations have.

Since last August, the Internal Revenue Ser-

vice abandoned an 18-year fight against recogni-

tion of professional corporations for federal in-

come tax purposes. During the last two years, the

I. R. S. has lost lawsuits against the profession

in a great number of district courts distributed

about the land. They have also been whipped in

December, 1969—Vol. 121, No. 12

their Federal Appeals Courts which caused them,

at the time, to throw in the towel.

In a sudden move lately, the Senate Finance
Committee which is chaired by Senator Russell

Long, proposed amendments to tax laws which
would limit pension plan tax benefits now avail-

able to owner-managers of small corporations,

chiefly professional corporations established by
physicians, lawyers, et cetera.

If passed, the amendments would limit mem-
bers of professional corporations to the same tax

benefits now applicable to self-employed indivi-

duals under the Keogh Law. According to Presi-

dent Dorman of the AMA “The legislative pro-

posal is quite clearly discriminatory against pro-

fessional corporations.”

So, even though the I.R.S. was beaten 100 per

cent in the district and federal courts, they still

have sought and seemingly have gained, the

weight of the Senate Finance Committee in dis-

criminating against professional corporations.

Even though this maneuver has since been

denied by the I.R.S. stating that they did not

propose legislation for 1970, what they failed to

say was that they were placing feelers and
would probably lower the boom later.

Our best advice to those incorporating is to

proceed very cautiously and procure the best legal

and accounting corporate counsel possible.

Tax Exempt Organizations

Despite the fact that the Louisiana State Med-
ical Society and The Journal of the Louisiana

State Medical Society are tax exempt organiza-

tions and have been over the years, the same
Senate Finance Committee referred to above has

decided to almost nullify this exemption.

They have ruled that money received from ex-

hibitors at our annual meeting, which in our esti-

mation is an educational project for our physi-

cians, will now be classified as non-related in-

come and we will necessarily be forced to pay in-

come tax from the profits so gained. The same is

true about our Journal. Advertisements which we
felt were very definitely medically related, will

now be treated as non-related income and tax-

able. This we have been fighting for nearly two

years. Our representatives in the House and

Senate have been notified of the hardships the

rulings would create, but the machinery rolls

on and on. It should be a great day when our

representatives in the Congress would think

along our lines rather than what is emanating

from Washington and possibly chiefly from the
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Senate Finance Committee.

AMERICAN MEDICAL ASSOCIATION URGES
CONGRESS TO ADOPT “MEDICREDIT”

FORM OF UNIVERSAL HEALTH
INSURANCE
An Explanation

An American Medical Association spokesman
has urged the House Ways and Means Committee
to consider adoption of its voluntary national

health insurance plan, which it terms “Medi-

credit.”

According to Dr. Russell B. Roth, speaker of

AMA’s House of Delegates and practicing phy-

sician in Erie, Pa., “Medicredit” would not affect

the present Medicare program for those 65 and
older.

It would utilize a system of Federal income

tax credits to those individuals and families who
purchase qualified health coverage from ap-

proved private insurance companies or plans.

In effect, Dr. Roth testified, a person’s Fed-

eral tax liability would act as an index as to what
share of the cost of his health insurance premium
would be borne by the Federal government and
how much would be paid by the individual.

For those individuals and families who, in

terms of their tax liability, are in the bottom 30

per cent of taxpayers, health insurance protec-

tion would be provided without cost to them.

They would, Dr. Roth said, simply receive a

certificate entitling them to free health insurance.

They, in turn, would submit the certificate to a

qualified company or plan. The private insuror

who issues a comprehensive plan covering both

hospital care and physicians’ services would then

be reimbursed directly by the Federal govern-

ment.

Dr. Roth explained that as the individual or

family’s tax liability level rose, the Federal gov-

ernment would assume a smaller proportionate

share of the cost of health insurance.

Federal tax credit would be subtracted from
the amount of income tax owed the Federal gov-

ernment in a given year.

“For example,” Dr. Roth said, “a taxpayer

with a $500 tax liability might receive 70 per

cent of the annual premium cost as a credit

against his tax liability, and a family with a

$1200 tax liability might receive 20 per cent of

the premium expense ...”
He also proposed establishment of a “Health

Insurance Advisory Board” to create Medicredit

guidelines.

“This board, which would be chaired by the

Secretary of Health, Education, and Welfare and
include the Commissioner of Internal Revenue
and public members,” Dr. Roth stated, “would
review the effectiveness of the program and file

annual reports with the President and the Con-

gress.”

Basic medical benefits of Medicredit would
include:

• Up to 60 days of inpatient hospital services,

including maternity services;

• All emergency room and outpatient service

provided in the hospital;

• All physicians services, whether performed
in the hospital, home, office or elsewhere.

Supplemental benefits to basic coverage would
also be eligible for tax credit.

In his testimony, Dr. Roth also stressed the

importance of utilizing private insurance car-

riers, thus taking maximum advantage of private

sector competition to help hold costs down.

cjCecfCtl Otpinion
RE HYPODERMIC SYRINGES

The applicable section which refers to the pos-

session of hypodermic syringes by anyone ex-

cept a defined class is LSA-RS 40:962 (b),

which reads as follows:

“It is unlawful for any person, except a

dealer in surgical instruments, apothecary,

dentist, veterinarian, or nurse, attendant

or intern of a hospital, sanitorium or in-

stitution in which persons are treated for

disability or disease, at any time, to have

or possess a hypodermic syringe or needle,

unless such possession be authorized by

the prescription or the certificate of a

physician issued within the period of one

year prior thereto. Provided that this sub-

section shall not be held to apply to

syringes or needles for the treatment of

fowl or livestock.”

As you can see by reading this statute, it would

be unlawful for any person to possess such a hy-

podermic syringe for any purpose whatsoever,

unless they fall within the excepted group. You
might also note that physicians are not even in-

cluded in this group. However, further research

has indicated that the Supreme Court has ruled

that this part of the statute is unconstitutional.

In the case of State vs. Birdsill, 235 La. 396,

104 So. 2d, 148 (1958), the Court was presented

with a conviction of an individual who had been

prosecuted under this statute. The court held

that the creation of a irrebuttable presumption of

guilt for the possession of a hypodermic syringe,

regardless of the use for which it is possessed,

was unconstitutional. The court stated:

“Inasmuch as an accused charged under

LRS 40: 962(b), cannot show (as a de-

fense) that his possession of a hypodermic

syringe or needle (without a Louisiana

physician’s prescription) is for harmless

use, such statutory provision, in our opin-

ion, is unreasonable and hence, unconsti-
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tutional. Created thereby is a conclusive

presumption that the possession is for an

illegal purpose— an unrebuttable pre-

sumption which factually runs counter to

human experience.”

The court also likened the possession of a hy-

podermic syringe to the possession of a blow-

torch. While a blowtorch may be used very fre-

quently to illegally open safes, it also has very

many other legitimate purposes. The obvious

analogy is that while a hypodermic syringe may
be used to administer illegally obtained narcotic

drugs, it also has very many other lawful uses.

The court went on to note that the original

Uniform Narcotic Drug Act did not contain this

provision. Furthermore, Louisiana is the only

state which has put this type of provision into the

Uniform Act, establishing an unrebuttable pre-

sumption of guilt for possession of the syringe.

It must be noted that Missouri, which enacted

a similar provision, added to its statute that the

syringe must be possessed “for the unauthorized

use of narcotic drugs”. This provision would en-

able a defendant prosecuted under this act to use

the defense that he was possessing the syringe

for a purpose other than the unauthorized use of

drugs. Thus, this statute would be a reasonable

exercise of the state police power. Relying on

the above cited case, and the fact that Louisiana

has never to this date amended its statute, we
can safely conclude that this statute should not

be enforced against recipients of hypodermic
syringes who use them for a lawful purpose.

In conclusion, under the existing law, our posi-

tion would be that a physician may give the dis-

posable syringe to a child without the needle,

provided that it is not contaminated or it would
not cause any injury to the child. Likewise, it

would be permissible to give such a device to

adults who may wish to use the syringe as a tool

of a lawful trade. However, the physician do-

nating the syringe should be quite certain that

the patient does not have any unlawful use in-

tended. It might be better to advise them to use

an eye dropper or pipette to achieve the same
purpose.

ME D I C A L NEWS S E C T I O

N

CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month
Calcasieu Fourth Tuesday of every other month Lake Charles

East Baton Rouge Second Tuesday of every month Baton Rouge

Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport First Tuesday of every month Shreveport

Vernon First Thursday of every month

THIRTY-THIRD ANNUAL MEETING
THE NEW ORLEANS

GRADUATE MEDICAL ASSEMBLY
The thirty-third annual meeting of The New

Orleans Graduate Medical Assembly will be held

March 2, 3, 4, 5, 1970, with headquarters at The
Roosevelt Hotel.

Nineteen outstanding guest speakers will par-

ticipate and their presentations will be of interest

to both specialists and general practitioners. The
program will include fifty informative discus-

sions on many topics of current medical interest,

in addition to a clinicopathologic conference,

symposia, medical motion pictures, round-table

luncheons, and technical exhibits. This program

is acceptable for twenty-two (22) prescribed

hours and nine (9) elective hours by the Amer-

ican Academy of General Practice.

An interesting and enjoyable program of en-

tertainment for visiting ladies has also been

planned.

Of special interest will be a one-day pre-As-

December, 1969—Vol. 121, No. 12 393



MEDICAL NEWS

Announcin . . .

OUR NEW LOCATION

The New Address

Louisiana State Medical Society

and

The Journal of the

Louisiana State Medical Society

17( 0 JOSEPHINE STREET

New Orleans, La. 70113

(504) 522-9513

We would appreciate it if you would
make any necessary corrections

in your mailing list.

sembly symposium scheduled for Sunday, March
1 on “The Price of Medical Progress” presented

hy noted authorities. This symposium is accept-

able for six (6) prescribed hours by the Amer-
ican Academy of General Practice. This session

will be strictly limited to physicians and their

wives.

For further information, contact Secretary,

Room 1538, 1430 Tulane Avenue, New Orleans,

Louisiana 70112.

direct the film and play the role of Mark Waters.

“He really believed in this story,” says the

film’s executive producer, Cliff Eblen. “His total

immersion in his role was fantastic. He wasn’t

just acting. He was Mark Waters.” During the

filming of a farewell scene, Boone broke up and

the crew had to stop shooting.

So strong is the emotional impact of the film,

keyed by Boone’s thoroughly believable perfor-

mance, that all promotional literature carries the

line “not appropriate for children.”

The 25 ^-minute 16mm-sound color film is

available on free loan to such groups as PTA’s,

churches, men’s and women’s clubs, hospital

auxiliaries, health associations and employee

audiences.

Waters began his obituary five days before his

death and made final corrections only 10 hours

before the end. It appeared in his newspaper, the

Honolulu Star-Bulletin, on the day he died: Feb-

ruary 1, 1966.

“Whether this story will stop anyone from

smoking,” he wrote, “I don’t know. I doubt it.”

But Mark Waters had no idea how far-reach-

ing his inspiration would be.

The film was produced by educational televi-

sion station KHET in Honolulu. The Hawaiian
setting became an integral part of the film, Avith

Waters’ tragic illness counterpointed against his

idyllic life in the islands.

KHET Avas assisted by funds from the U.S.

Public Health Service and the HaAvaiian Inter-

Agency Council on Smoking and Health. The
Public Health Service is also sponsoring the dis-

tribution.

Requests for playdates of “The Mark Waters

Story” (starting October 1) may be sent to Mod-
ern Talking Picture SerAdce, 2323 NeAv Hyde
Park Road, NeAv Hyde Park, NeAv York 11040.

Modern distributes this film and more than 1,000

other free-loan motion pictures through film li-

braries from coast to coast.

“The Mark Waters Story”

DRAMATIC WARNING ABOUT SMOKING
FILMED FOR COMMUNITY GROUPS;

TRUE STORY STARS RICHARD BOONE
An anti-smoking movie based on a dramatic

true story has been filmed for free-loan use by
community groups and employee audiences.

“The Mark Waters Story” recreates the heart-

breaking but heroic drama of a neAvspaperman
aaTlo Avrote his oavu obituary AA’hile dying of lung
cancer. His by-lined story reached millions of

readers throughout the world when it Avas re-

printed by Reader’s Digest and other publica-

tions.

It began Avith this memorable statement: “Cig-

arettes AArere the death of me.”
Richard Boone, the star of screen and televi-

sion (“Palladin”)
,

volunteered his services to

PROGRAM COMMITTEES
THE NEW ORLEANS

GRADUATE MEDICAL ASSEMBLY
March 2-5, 1970

Anesthesiology

:

John Adriani, MD, Chairman;

Frank L. Faust, MD, Vice-chairman.

Colon and Rectal Surgery: Patrick H. Hanley,

MD, Chairman; John B. Gathright, Jr., MD, Vice-

chairman.

De'nnatology

:

Barrett Kennedy, MD, Chair-

man; Silas E. O’Quinn, MD, Vice-chairman.

Gastroenterology: Gordon McHardy, MD,
Chairman; Philip C. Young, MD, Vice-chairman.

General Practice: Rafael C. Sanchez, MD,
Chairman; Mannie D. Paine, Jr., MD, Vice-chair-

man.

Gynecology

:

Philip J. lvrupp, Jr., MD, Chair-

man; Dan W. Beacham, MD, Vice-chairman.
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MEDICAL NEWS

Internal Medicine: Charles L. Brown, Jr., MD,
Chairman; Robert D. Sparks, MD, Vice-chairman.

Obstetrics: Abe Mickal, MD, Chairman;
George T. Schneider, MD, Vice-chairman.

Ophthalmology

:

James H. Allen, MD, Chair-

man; George M. Haik, MD, Vice-chairman.

Orthopedic Surgery: Daniel C. Riordan, MD,
Chairman; Jack Wickstrom, MD, Vice-chairman.

Otolaryngology

:

George D. Lyons, Jr., MD,
Chairman; E. Garland Walls, MD, Vice-chair-

man.
Pathology

:

Ralph M. Hartwell, MD, Chair-

man; Leslie Ray Bryant, MD, Vice-chairman.

Pediatrics: Lloyd A. McLaughlin, Jr., MD,
Chairman; Horace B. Chalstrom, MD, Vice-chair-

man.
Psychiatry

:

Gene L. Usdin, MD, Chairman;

Richard M. Paddison, MD, Vice-chairman.

Radiology

:

Seymour F. Ochsner, MD, Chair-

man; Robert T. Cook, MD, Vice-chairman.

Surgery: Alton Ochsner, Jr., MD, Chairman;

Robert J. Schramel, MD, Vice-chairman.

Urology: W. E. Kittredge, MD, Chairman; B.

Holly Grimm, MD, Vice-chairman.

AMERICAN COLLEGE OF PHYSICIANS
The American College of Physicians will pre-

sent a course in “Function and Dysfunction of

the Gastrointestinal Tract” on January 2-6, 1970.

Headquarters will be the Americana Hotel in

Miami Beach, Florida. Registration fee for ACP
members, $60; Nonmembers, $100; Residents and

Research Fellows, $60.

The five-day course will emphasize both the

basic science and clinical aspects of function and

dysfunction of most of the maior organ systems

of the gastrointestinal tract. Recent progress and

current status in gastrin, immunoglobulins and

gastrointestinal disease, lipid assimilation, bili-

rubin metabolism and cholestasis are included

topics. The basic format of the course will be

formal lectures, panel discussions, question and

answer sessions and problem case presentations.

On the first day of the course, registrants will

have the opportunity to chat informally in small

groups with many of the participating faculty in

“Meet the Professor” sessions.

Self-assessment slide projection examinations

will be available throughout the course.

Requests for information, registration, and ap-

plications should be sent to Edward C. Rosenow,

Jr., MD, Executive Director, American College

of Physicians, 4200 Pine Street, Philadelphia,

Pa. 19104.

LEGAL PITFALLS FACING MDs
AND MEDICAL ASSISTANTS OUTLINED
IN NEW FILM BY WYETH AND AAMA

Precautions by which the medical assistant

and her physician-employer can help protect

themselves from lawsuits are outlined in a new

December, 1969—Vol. 121, No. 12

film, “Case in Point.” The film, produced jointly

by the American Association of Medical Assis-

tants and Wyeth Laboratories, had its premiere

on October 15 at the AAMAs annual meeting at

the Ilikai Hotel in Honolulu.

Utilizing a documentary approach, “Case in

Point” depicts various professional activities of

the medical assistant, and dramatizes the impor-

tance of observing fundamental safeguards in

such areas as office medical procedures, record-

keeping, dangerous conditions in the doctor’s

office, relations with patients, and handling of

information about patients.

Included are scenes filmed in suburban Phila-

delphia, Pa. locations, at Lankenau Hospital,

Bryn Mawr Hospital, the Montgomery County
Courthouse, and Villanova University’s Law
School.

Consultants to the film were Russell S. Fisher,

MD, Chief Medical Examiner, State of Mary-
land, the American Medical Association, and the

American Association of Medical Assistants.

POSSIBLE LINK REVEALED BETWEEN
EARLY GROWTH RETARDATION AND

DRINKING OF MOONSHINE
Three members of the faculty of the Univer-

sity of Alabama in Birmingham issued an alert

to physicians in the southeastern United States

recently to test expectant mothers for possible

lead poisoning whenever a history of drinking

moonshine whiskey is suspected.

The warning is based on observations which

indicate that lead exposure in the fetus may be

responsible for some cases of growth retardation

prior to birth, and failure to grow at a normal

rate, after birth.

Dr. Paul A. Palmisano, who heads the team of

physicians, said, “Conclusive proof of our obser-

vations has not been established, but in observ-

ing a ten-week-old child of a woman with a his-

tory of drinking untaxed ‘moonshine’ whiskey,

for instance, we found evidence of nervous system

disorders, intrauterine growth retardation, and
postnatal failure to thrive.”

Further tests revealed that the infant’s body

contained an abnormally large amount of lead, as

did her mother’s body.

Science has already observed that women em-

ployed in lead trades often produce children who
are small, weak and neurologically damaged. It

has also been shown that toxic lead exposure in

young women has a serious effect on reproduc-

tion and pi'egnancy, often causing sterility or

early spontaneous abortion.

“We expect, eventually, to show proof of our

suspicion that high lead deposits within a woman
who drinks moonshine will probably cause de-

fects in her child’s physical condition,” said Dr.

Palmisano.
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BOOK REVIEWS
Basic Diagnostic Radiology : An Introductory

Textbook for Students in the Medical Sciences
;

by Malcolm D. Jones, MD, professor and vice-

chairman, Department of Radiology; professor

of Radiology, Division of Ambulatory and

Community Medicine, University of California

Medical School, San Francisco, Mosby, 1969,

226 p, $11.75.

This is a rather small basic book with 252

pages, but it includes 511 illustrations. In the

preface, the author states that it is not intended

to be a definitive text on diagnostic radiology.

Rather, it is intended to serve as an introduction

to diagnostic radiology so that the student or

resident physician may pass from this text on

to the larger textbooks which have been used

during the past few years.

Following the introduction, there are four

chapters devoted to the following: Chest; Abdo-

men; Appendicular Areas; and Head and Neck.

In each section, an attempt is made to answer
the questions which medical students and resi-

dents have asked of the author during several

years of teaching in a large medical center. After

answering these questions, it is hoped that the

student will then be able to read larger text-

books with greater understanding.

This monograph serves as a good basic intro-

duction into diagnostic radiology. Some of the

illustrations are not as clear as they should be

for a beginner’s text. This is partially due to

the fact that the photographs are small and also

partially due to the lack of detail in some of the

reproductions.

Charles M. Nice, Jr., MD

Introduction to Medical Science; by C. G. Young
and J. D. Barger, MD, FACP, Las Vegas, C. V.

Mosby Company, Saint Louis, 1969, 295 p,

$7.95.

The book is written for the layman who is

interested in the fundamentals of disease pro-

cesses. The first seven chapters deal with gen-

eral biologic processes such as basic principles

in pathogenesis, inflammation, and cell repair.

In the next ten chapters, systemic disorders

such as nutritional disease, congenital abnor-

malities and infectious disease are presented.

The last seven chapters are focused on selected

diseases of the various organ systems. The
references at the end of each chapter include

standard pathology texts and other original

works which are generally older references. A
small amount of programmed type questions

is present in the first 15 chapters. The book
is well written with an emphasis on simplicity

of presentation and brevity. Together with these

attributes, there is a stress on pathogenesis

which clearly marks this work as being a

superior volume of its kind. Its principal weak-

ness is minor in degree: it tends to be too brief

in certain areas. In general, the volume fulfills

its critical role of bringing disease processes to

paramedical personnel with clarity. It is highly

recommended also to the undergraduate pre-

medical student as well as to the first year

medical student.

Herbert Ichinose. MD

PUBLICATIONS RECEIVED
Hoeber Medical Division, Harper & Row, N. Y.

:

Modern Treatment: Treatment of Acute Renal

Failure, John P. Merrill, MD, Guest Editor, and

Treatment of Infectious Forms of Arthritis, Frank

R. Schmid, MD, and Richard H. Parker, MD,
Guest Editors.

Doubleday & Co., Inc., N. Y. : Arrows of Mercy,

by Philip Smith.

E. & S. Livingstone Ltd. (Williams & Wilkins

Co.), Balt.: Tropical Diseases, by Frederick J.

Wright and J. P. Baird (3rd ed).

C. V. Mosby Co., St. Louis: Fundamentals of

Inhalation Therapy, by Donald F. Egan, MD.

J

OUR NEW LOCATION

The New Address

Louisiana State Medical Society

and

The Journal of the

Louisiana State Medical Society

1700 JOSEPHINE STREET
New Orleans, La. 70113

(504) 522-9513

-<()-

We would appreciate it if you would
wake any necessary corrections

in your wailing list.
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INDEX TO VOLUME

ONE HUNDRED AND TWENTY-ONE

January, 1969 — December, 1969

SUBJECT INDEX

A
A ESOTROPIA

neuromuscular anomaly (Azar) 162

ADVERTISING
in medical journals, 292-E

AGED
senility (Arneson and Prickett) 345

ALCOHOL
exaggerated postprandial hyperlipemia

(McMahon and Ryan) 181
medical management of effects of (Emory)

279

ALCOHOLISM
treatment of (Hartocollis) 271

AMBLYOPIA
in children (Azar) 81

AMERICAN ACADEMY OF GENERAL
PRACTICE

doing research (Kowalewski) 248

AMERICAN CHIROPRACTIC ASSOCIATION
and diseases treated, 99-E

AMERICAN MEDICAL ASSOCIATION
many resolutions re accreditation regulations,

169-E
policy re osteopathy, 30-E
recommendations re sex education, 262-E

ANGINA
abdominal syndrome (Lang) 260

AQUEDUCT
occlusion of by bullet (Lang) 167

ARRHYTHMIA
cardiac (McCurley) 15

ARTERIOGRAPHY
demonstration of bladder tumors (Lang and

others) 353
demonstration of cerebellar hematoma (Lang)

322
in neurovascular compression syndrome

(Lang) 196
ATOPIC DERMATITIS

use of fluocinolone acetonide (Loria) 49

AUTOANALYZER
in diagnostic disease survey (Gaethe) 87

B
BATON ROUGE

carcinoma of pancreas in (Laville) 211

BLADDER
demonstration of tumors of (Lang and others)

353
BULLET

occlusion of aqueduct by (Lang) 167

BOOK REVIEWS AND AUTHORS
Adriani, J., Appraisal of Current Concepts in

Anesthesiology, 304
American Hospital Association, Infection Control

in the Hospital, 152
Anderson, W. A. D., and Scotti, T. M., Synopsis

of Pathology, 304
Appraisal of Current Concepts in Anesthesiology

(Adriani) 304

Basic Diagnostic Radiology: An Introductory
1 extbook for Students in the Medical Sciences
(Jones) 396

Care of the Rheumatoid Hand (de Flatt) 180
Cohn, I., Intestinal Antisepsis, 303
Cooking for Your Celiac Child (Sheedy and

Keifetz) 303
de Flatt, A. E., The Care of the Rheumatoid

Hand, 180
Diagnosis and Management of Pain Syndrome

(Finneson) 332
Dougherty, C. M., Surgical Pathology of

Gynecological Diseases, 270
Electrocardiographic Notebook (Ferrer) 152
Emery, A. E. H., Heredity, Disease, and Man:

Genetics in Medicine, 40
Fegan, G., Varicose Veins, Compression

Sclerotherapy, 108
Ferrer, M. I., Electrocardiographic Notebook, 152
Finneson, B. E., Diagnosis and Management of

Pain Syndrome, 332
Froelich, R. E., and Bishop, F. M., Medical Inter-

viewing, A Programmed Manual, 364
Griffith, H. W., Instructions for Patients, 332
Guide for Authors, Manuscript, Proof and

Illustrations (Thomas) 40
Handbook of Pediatric Medical Emergencies

(Varga) 331
Harstein, J., Questions and Answers on Contact

Lens Practice, 238
Heredity, Disease, and Man: Genetics in Medicine

(Emery) 40
Hospitalization and Discharge of the Mentally 111

(Rock and others) 209
Infection Control in the Hospital (American

Hospital Assoc.) 152
Instructions for Patients (Griffith) 332
Intestinal Antisepsis (Cohn) 303
Introduction to Medical Science (Young and

Barger) 396
Jones, M. D., Basic Diagnostic Radiology: An

Introductory Textbook for Students in the
Medical Sciences, 396

Lymph and the Lymphatic System (Mayerson)
180

Mayerson, H. S., Lymph and the Lymphatic
System, 180

Medical Interviewing, A Programmed Manual
(Froelich and Bishop) 364

Moore, F. D., Post-traumatic Pulmonary
Insufficiency, 304

Neuropsychiatry in World War II (US Army
Medical Dept.) 68

New Orleans Acad. Ophthalmology, Symposium
on Glaucoma, 109

Pediatric Therapy (Shirkey) 68
Post-traumatic Pulmonary Insufficiency

(Moore and others) 304
Practical Automation for the Clinical Laboratory

(White and others) 303
Questions and Answers on Contact Lens Practice

(Harstein) 238
Rock, R. S., Jacobson, M. A., and Janopaul, R. M.,

Hospitalization and Discharge of the Mentally

111, 209
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SUBJECT INDEX

Sheedy, C. B., and Keifetz, N., Cooking for Your
Celiac Child, 303

Shirkey, H. C., Pediatric Therapy, 68
Surgical Pathology of Gynecologic Diseases

(Dougherty) 270
Symposium on Glaucoma

(N.O. Acad. Ophthalmology) 109
Synopsis of Pathology (Anderson and Scotti) 304
Thomas, J. F., A Guide for Authors, Manuscript,

Proof and Illustration, 40
US Army Medical Dept., Neuropsychiatry in

World War II, 68
Varga, C., Handbook of Medical Emergencies,

331
Varicose Veins, Compression Sclerotherapy

(Fegan) 108
White, W. L., Erickson, M. M., and Stevens,

S. C., Practical Automation for the Clinical

Laboratory, 303
Young, C. G., and Barger, J. D., Introduction to

Medical Science, 396

c
CANCER

frozen sections in skin (Grafton) 227
status of cytologic screening of female

population in N.O. (Holmquist and others)
256

CARCINOMA
of pancreas (Laville) 211
papillary of ureter (Lang) 54

CARDIAC
catheterization (Leatherman and

Alexander) 377
resuscitation (Comer) 9

CARDIOLOGY
acute myocardial infarction (Burch) 1

application of electronic pacemakers
(Schramel and Hyman) 122

catheterization (Leatherman and
Alexander) 377

congestive heart failure and arrhythmias
(McCurley) 15

coronary care unit equipment (Rogers) 4
fundamental concepts of coronary care unit

(Gulotta) 6
heart sounds following prosthetic valve

replacement (Martinez-Lopez) 133
importance of first heart sound in diagnosis

(Little) 191
myocardial rupture (Gulotta) 28
resuscitation (Comer) 9
shock in acute myocardial infarction

(Rufty) 21
thromboembolism (Baltz) 25

CATHETERIZATION
cardiac (Leatherman and Alexander) 377

CHEMOTHERAPY
in tuberculosis (Jacobs) 137

CHILD
squinting (Azar) 81

CHIROPRACTIC
growing opposition to, 99-E

CHOLECYSTITIS
emphysematous (Palmisano and others) 158

CONTRACEPTION
evaluation of INCON (Leverich and others)

340

CORDRAN TAPE
in skin diseases (Tilley and Graves) 189

CORONARY CARE UNIT
equipment (Rogers) 4
fundamental concepts (Gulotta) 6

CROSS-THIGH FLAP
in open wounds of lower extremity (Pollock

and Parkes) 153

CYSTADENOFIBROMA
of the ovary (Grafton and Mathews) 165

CYTOLOGY
screening of female population of N.O.

(Holmquist and others) 256

D
DERMATITIS

use of fluocinolone acetonide in atopic (Loria)
49

DERMATOLOGY
application of 5-fluorouracil (Kastl and others)

216
diagnostic disease survey in office (Gaethe) 87
fluocinolone acetonide in atopic dermatitis

(Loria) 49
treatment of skin cancer (Grafton) 227
use of Cordran Tape (Tilley and Graves) 189

DIABETES
determined in pregnancy using glucose

tolerance, 324-E
DIAGNOSIS

disease survey in physician’s office
(Gaethe) 87

importance of first heart sound in cardiac
(Little) 191

of renal mass lesions (Lang) 141

DIRECT BILLING
most feasible in Medicare claims, 232-E

DISABILITY PROGRAM
of social security (Hand) 51

DIVERTICULUM
suburethral in the female (Lang) 97

DOCTOR-PATIENT RELATIONSHIP
in treatment of alcoholism (Hartocollis) 271

DRINKING
alcohol exaggerated postprandial hyperlipemia

(McMahon and Ryan) 181

E
ECONOMICS

taxes, physician and Keogh Act, 56-E

EDWARDS I ELLA TARDA
causing septicemia (Pankey and Seshul) 41

F
FAMILY PHYSICIAN

characteristics of (Kowalewski) 247

FISTULAE
secondary to vein graft (Lang) 228

FIVE - FLUOROURACIL
in treatment of skin lesions (Kastl and others)

216

FOREIGN
medical graduate, 388-E

FRACTURES
rhinoplasty (Pollock) 46

FROZEN SECTION
in treating skin cancer (Grafton) 227

FUNDUS
pseudotumor of gastric (Hargrove and

Kilpatrick) 386

G
GALLBLADDER

emphysematous cholecystitis (Palmisano and
others) 158
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SUBJECT INDEX

GLUCOSE TOLERANCE
intravenous determines diabetes in pregnancy,

324-E

GRADUATE
foreign medical, 388-E

GYNECOLOGY
evaluation of INCON (Leverich and Doyle)

340
malignant cystadenofibroma of ovary

(Grafton and Mathews) 165
office hysteroscopy (Leidenheimer) 319

H
HEALTH DEPARTMENT

responsible for surveillance and public
information in water pollution (Jung
and Incaprera) 70

HEALTH, EDUCATION AND WELFARE
report re chiropractic, 99-E

HEART BLOCK
pacemakers in treatment of (Schramel and
Hyman) 122

HEART FAILURE
congestive and arrhythmias (McCurley) 15

HEART SOUND
following prosthetic valve replacement

(Martinez-Lopez) 133
importance of first (Little) 191

HEMATOMA
cerebellar (Lang) 322

HEMOLYTIC DISEASES
of newborn (Smith) 305

HOSPITAL ACCREDITATION
provisional draft of standards, 169-E

HOUSE OF DELEGATES LSMS
meeting, 198-E

HYDROCEPHALUS
acute secondary to occlusion of the aqueduct

by bullet (Lang) 167

HYPERLIPEMIA
alcohol exaggerated postprandial (McMahon

and Ryan) 181

HYSTEROSCOPY
office gynecology (Leidenheimer) 319

I

IMMUNIZATION
program of state health department (Hedmeg)

288
tetanus toxoid perfect, 143-E

INCON
evaluation of (Leverich and others) 340

INFANTS
renal mass lesions (Lang) 141

INSUFFLATION
perivescial gas (Lang and others) 353

INSURANCE RATING BUREAU
proposed (Weiss) 221

INTERNAL REVENUE SERVICE
to tax advertising in medical journals, 293-E

INTRAVENOUS GLUCOSE TOLERANCE
determines diabetes in pregnancy, 324-E

ISCHEMIA
transient focal cerebral (Del Real and

Ochsner) 44

ISONIAZID
in TB program (Jacobs) 137
use in TB (Greenberg) 381

J

JOINT COMMISSION ACCREDITATION
HOSPITALS

proposed draft of standards, 169-E
JOURNALS

advertising in medical, 292-E

K
KANGAROO COURT

judging the Supreme Court (Stern) 239
KEOGH ACT

and the physician, 56-E

L
LOUISIANA

immunization program of state health
department (Hedmeg) 288

sex education in schools, 263-E
tetanus cases reported in, 143-E

LOUISIANA STATE MEDICAL SOCIETY
meeting house of delegates, 198-E
potential role of Dept, of Socioeconomics

(Weiss) 219
suggested improvements form program

(Weiss) 222

LOWER EXTREMITY
open wounds and cross-thigh flap (Pollock

and Parkes) 153

M
MALIGNANCY

cystadenofibroma of the ovary (Grafton
and Mathews) 165

MEDICAL
management of effects of alcohol (Emory) 279

MEDICAL CARE
need for applied observational research into

delivery of (Kowalewski) 247

MEDICAL NEWS
38, 66, 106, 149, 177, 207, 236, 266, 300,

328, 362, 393
MEDICAL STUDENTS

must be responsive to their wishes
(Kowalewski) 251

MEDICARE
chiropractic not covered, 101-E
proposal to fix physicians’ fees for 15 months,

230-E
MELANOMA

superficial malignant (Grafton and Willis)
185

MYOCARDIAL INFARCTION
management of (Burch) 1

problem of shock in acute (Rufty) 21
rupture develops in (Gulotta) 28
temporary cardiac catheter pacing done

(Schramel and Hyman) 122
ventricular septal defect and aneurysm

following (Jacobs and others) 284

N
NATIONAL COUNCIL OF SENIOR CITIZENS

reports chiropractic cannot provide quality
health care, 99-E

NEEDLE PUNCTURE
in renal mass lesions in infants (Lang) 141

NEUROVASCULAR COMPRESSION
SYNDROMES

arteriographic diagnosis (Lang) 196

NEW ORLEANS
sources of water pollution in (Powell) 72
status of cytologic screening (Holmquist and

others) 256

December, 1969

—

Yol. 121, No. 12 401



SUBJECT INDEX

water pollution (Jung and Incaprera) 69

NEWBORN
hemolytic disease of (Smith) 305

O
OBSTETRICS

ectopic pregnancy (Ellis and Beacham) 333
evaluation of INCON (Leverich and others)

340
OFFICE

gynecology hysteroscopy ( Leidenheimer ) 319

OFFICERS
LSMS, 198-E

OPHTHALMOLOGY
A esotropia (Azar) 162
squinting child (Azar) 81

ORGANIZATION SECTION
AMAs position regarding appointment John

Knowles, MD, 297
annual meeting LSMS, May 1969, 101
attendance at house of delegates, 102, 149
Blasingame’s address to AMA house of

delegates, 358
Bordelon, F. P., president, LSMS, 1968-1969,

146
committees on arrangements, 361
conclusions and recommendations re

chiropractic, 104
congressman seeks physician for hometown,

264
corporate practice, 391
data developed by subcommittee shows

distortion, 64
definition of terms: usual, customary,

reasonable, 176
doctors winning tax battle on right to

incorporate, 264
domicile a reality—LSMS foundation, 326
election of officers, AMA delegate, AMA

alternate delegate and committees, 206
excerpts from Senior Citizen News, 105
federal bureau of narcotics lists 15 don’ts to

guard against tricky wiles of addicts, 296
good salesmen, 105
guidelines to help avoid malpractice suits, 235
individuals can help stem tide of rising medical

costs, 149
Joint Commission on Accreditation of

Hospitals cites price factors limiting

accreditation, 64
legal opinion re hypodermic syringes, 392
Louisiana State Medical Society Committee

chairmen, 1969-1970, 295
MD corporation upheld, 264
MD representation on hospital boards, 65
medicare-medicaid, 298
medico-legal symposium weighs mutual

problems including taxes, 175
minutes, executive committee, May 29, 232
minutes house of delegates, LSMS, 1969, 200
mixed drugs dangerous, 265
Modell-FDA cease-fire ends, censorship debate

renewed, 102
pathology labs acquired, 360
poison prevention week, 37
presidents and secretaries of component

societies, 147
recommendations for LSMS, 174
report of committee on resolutions, 1969

annual meeting, 200
report of president LSMS, 1968-1969, 171
report on the 22nd national conference on

rural health, March 20-22, 1969, 175
resolutions adopted, LSMS, 1969, 205

Riggs receives medical society award, 37
secretary Cohen’s transmittal letter, 103
self-employed physicians now insured for

disability under social security, 391
statement LSMS on PL 89-97, 62
summary of action AMA house of delegates,

1968, Miami Beach, 32
Supreme Court Ruling, 105
ten clinical commandments, 327
truth-in-lending may affect billing by MDs,

235
United Fund names Dr. Charles Black budget

division head, 103
your right to know, 105

ORTHOPEDICS
cross-thigh flap in open wounds of lower

extremity (Pollock and Parkes) 153

OSTEOPATHY
AMA policy re, 30-E

OTORHINOLARYNGOLOGY
tracheotomy (Bryce) 111

OVARY
malignant cystadenofibroma of (Grafton and

Mathews) 165

P
PACEMAKER

in treatment of heart block (Schramel and
Hyman) 122

PANCREAS
carcinoma of (Laville) 211

PATHOLOGY
frozen sections in treating skin cancer

(Grafton) 227
in treatment of skin lesions (Kastl and

others) 216
malignant cystadenofibroma of ovary

(Grafton and Mathews) 165
status of cytologic screening (Holmquist and

others) 256
superficial malignant melanoma (Grafton and

Willis) 185

PEDIATRICS
hemolytic diseases of newborn (Smith) 305
squinting child (Azar) 81

PELVIC
pneumography identifying an ovarian corpus

luteum cyst (Lang) 290

PHYSICIAN
and Supreme Court (Stern) 239
diagnostic disease survey in office of (Gaethe)

87
medicare fees to be fixed for 15 months, 230-E
social security disability program and the

(Hand) 51
taxes and Keogh Act, 56-E

PNEUMOGRAPHY
pelvic, identifying an ovarian corpus luteum

cyst (Lang) 290

PREGNANCY
ectopic (Ellis and Beacham) 333
glucose tolerance test used in determining

diabetes in, 324-E

PROTEINOSIS
pulmonary alveolar (Haddad and Pankey) 365

PSEUDOTUMOR
of gastric fundus (Hargrove and Kilpatrick)

386

PSORIASIS
use of Cordran Tape in (Tilley and Graves)

189
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SUBJECT INDEX

PSYCHIATRY
comments on violence (Bruschi and Scherer)

252
in treatment of alcoholism (Hartocollis) 271
senility (Arneson and Prickett) 345

PUBLIC WELFARE
evaluating client (LaCour) 93

PULMONARY
alveolar proteinosis (Haddad and Pankey) 365

R
RADIOLOGY

abdominal angina syndrome (Lang) 260
acute hydrocephalus (Lang) 167
arteriographic demonstration of cerebellar
hematoma (Lang) 322

arteriovenous fistulae secondary to a vein
graft (Lang) 228

demonstration of bladder tumors (Lang and
others) 353

direct needle puncture in renal mass lesions
(Lang) 141

neurovascular compression syndromes (Lang)
196

papillary carcinoma of ureter (Lang) 54
pelvic pneumography identifying an ovarian

corpus luteum cyst (Lang) 290
pseudotumor of gastric fundus (Hargrove and

Kilpatrick) 386
suburethral diverticulum in female (Lang) 97
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